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SIR FRANCIS CHAMPNEYS 


Born 251TH Marcu, 1848 


"THE centenary of the birth of this great and good servant of 
womankind has been celebrated in London at the Church of 
St. Bartholomew’s the Great. 


Sir Francis Henry Champneys, Bart., M.A., D.M., F.R.C.P., 
died in 1930 full of honour, having in his long and happy life 
of devoted labour earned such affection and respect as is rarely 
given to the successful reformer. 

The midwives of this country owe to him their present 
dignified status as skilled craftswomen; our childbearing women 
owe to him their care by these fully qualified midwives in place 
of ignorant handywomen; obstetricians owe to him the provision 
of these skilled assistants in their work. 

One of his other contributions to our art was his support of 
the founding of the Journal of Obstetrics and Gynaecology of 
the British Empire. He was one of its first directors and 
its chairman from 1907 until advancing years prevented his 
continuing. 

And another was his part in the foundation of the Royal 
College of Obstetricians and Gynaecologists of which he was 
elected Vice-Patron in gratitude for his services. 


A devout Christian, he. employed his considerable musical 
gifts in the service of his Church; several of the tunes for 
“ Hymns Ancient and Modern” were composed by him. 








Relief of Severe Stress Incontinence* 
Technique and Anatomy of Two Suprapubic Fascial Operations 


BY 


C. McIntosH MARSHALL, F.R.C.S., 
Senior Honorary Assistant Surgeon, Liverpool Maternity Hospital and 
The Women’s Hospital, Liverpool. 


IN presenting this description of two supra- 
pubic operations for the relief of stress 
incontinence, I do not feel that it lies with 
me to make any definite or final pronounce- 
ment on the subject. Nor have I any desire 
to detract in even the smallest particular 
from the service rendered by both Aldridge 
(1930) and Studdiford (1944, 1945, 1946) 
to the advancement of our knowledge in this 
field. Yet, from a limited experience of the 
Aldridge procedure and from a close 
study of the patients who have presented 
themselves, it has been impossible to escape 
certain doubts or avoid certain conclusions. 
It will, therefore, perhaps clarify the con- 
sideration of this subject if I immediately 
set down some of those problems to which 
distinct answers willeventually be required, 
before any or all of these operations are 
apportioned their relative and rightful 
places in the management of this condition. 

1. The Aldridge operation seems un- 
necessarily complicated and involves too 
much operating. Although to Aldridge the 
vaginal part of the operation is primarily a 
reconstructive procedure, there is no doubt 
that with some another factor might weigh 





* Being an expanded version of a communication 
given to the North of England Obstetrical and 
Gynaecological Society on 3rd January, 1947. 


should the suprapubic operation prove a 
real competitor, and that factor is that the 
vaginal approach to the urethra is familiar, 
whereas in its encirclement from above 
there is something of the novel and mys- 
terious. 

2. If the vaginal portion of the Aldridge 
and Studdiford operations is put forward 
as a reconstructive procedure essential in 
every case and indispensable to the success 
of a fascial sling operation, this can be 
denied from experience alone. A number of 
patients with severe stress incontinence 
have been met and successfully treated in 
whom there has been no localized sagging 
of the anterior vaginal wall due to urethro- 
cele, cystocele, or both combined. In 
such the anterior vaginal wall has offered 
to inspection a plane surface throughout 
its length and there has been no abnormal 
descent of the uterus when subjected to 
strain and effort, or when tested with the 
volsellum. Undoubtedly, insome, the vagin- 
al wall (and bladder neck and urethra) had 
rotated backwards somewhat and _ the 
angle between it and the back of the sym- 
physis had been widened; but even this 
condition was perhaps more apparent than 
real, for a gaping introitus, deficient 
perineum, and rectocele (all so frequently 
present) had simply rendered the anterior 
vaginal wall unusually visible. When, in 
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RELIEF OF STRESS INCONTINENCE 


such cases, these posterior defects are 
adequately repaired the illusion goes and 
we are left with a straight and lengthened 
vagina, the axis of which shows little 
departure from normal. 

3. There is a fairly general opinion that 
all sling operations should be resorted to 
only when other so-called simpler methods 
have failed. Certainly this has been the 
attitude to these operations throughout their 
long continental history, and it would be 
perfectly logical if, under modern con- 
ditions, the operations presented excep- 
tional difficulties and were fraught with a 
whole lot of terrifying or even mortal 
dangers. Butthisisnotso. Their very high 
percentage of successes when other methods 
have been tried and have failed is remark- 
able and quite unquestioned. May it not 
be presumed that as a primary effort in 
selected patients the results would be 
equally successful ? 

4. The Aldridge operation, the Studdi- 
ford operation, the supra- and retropubic 
methods, are all really revivals of older pro- 
cedures. Not only will they again compete 
with each other for the attention of the 
gynaecologist, but before they can win real 
acceptance they must also show their 
superiority to such vaginal plastic opera- 
tion as those so carefully designed by 
Kennedy (1937a, 1937b, 1941) and used 
with great success by Counsellor (1943) and 
others. 

5. Without attempting to lay down any 
absolute rule I think that, where possible, a 
Pfannenstiel incision should be used and, 
with a view to the future security of the 
abdominal wall, the fascia should be raised 
transversely rather than be obtained from 
the midline. 

The answers to these questions and sug- 
gestions cannot be found in discussion, 
which is always discordant and frequently 
loose; they must be determined in accord- 
ance with practice and results. For the 
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moment, then, I have adopted the follow- 
ing approach; however much it may be 
open to question, it is at least defined and 
clean-cut. 

(a) In patients who present themselves 
primarily with symptoms referable to pro- 
lapse of varying degrees and do not unduly 
emphasize the inconvenience of their stress 
incontinence, I perform a Manchester type 
of operation with the addition of certain 
well-known technical points directed to the © 
re-establishment of vesical and urethral 
control. 

(b) In patients who place stress incon- 
tinence in the forefront of all their symp- 
toms and insist upon its relief, a sling is 
added to whichever of the vaginal proce- 
dures may seem necessary. In actual 
practice such patients are usually those with 
moderate degrees of uterine or vaginal 
displacements. In this group also are 
those patients in whom the only anatomical 
deformity is an urethrocele. The neces- 
sary vaginal repair is carried out, and 3 
courses are then open to us: (I) a single 
detached fascial loop may be passed using 
the technical assistance recently described 
by Studdiford; (2) an Aldridge or Stud- 
diford type of operation may be employed ; 
(3) the vaginal procedure is completed and 
a sling is passed wholly by the suprapubic 
technique. 

(c) I believe (for the time being) a sling 
operation by the supra- and retropubic 
route to be the operation of election in 
patients who have undergone previous 
vaginal operations for relief of stress 
incontinence and in whom, though the 
anatomical result has been good, estab- 
lishment of urinary control has failed. 

(d) There are the patients described 
above (para. 2) in whom there is no real 
degree of anatomical deformity or displace- 
ment and yet stress incontinence is persis- 
tent and distressing. A primary supra- 
and retropubic operation is carried out. A 
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posterior colpoperineorrhaphy may _ be 
necessary but the anterior vaginal wall is 
not touched. 

(e) Where there is an indication for its 
use and yet there appears to be no need to 
perform a vaginal repair, a suprapubic 
fascial sling operation can conveniently be 
combined with any ordinary intraperitoneal 
procedure, such as subtotal hysterectomy 
for fibroids, etc. 


THE OPERATIONS. 


It is sometimes of value to the reader to 
know how others were first stimulated to 
an interest in certain procedures. I first 
became conscious, some years ago, of the 
accessibility of the urethra from above 
when performing the Waters extraperito- 
neal Caesarean section. I was curious 
enough to prove that it was accessible in 
the non-pregnant state while making 
occasional use of the Pfannenstiel incision 
for gynaecological procedures. This know- 
ledge was put to no immediate use. With 
the appearance of the papers by Aldridge 
and by Studdiford it assumed a fresh 
significance and led me to an investigation 
of the history and evolution of these and 
similar methods. 

It is not proposed to set down the fruits 
of that enquiry here; it can be said, how- 
ever, that any further pretence to orginality 
was thrown to the winds. Indeed, my 
advice to any surgeon who would run a 
comfortable and complacent course is: 
eschew the literature! An_ historical des- 
cription of the former of the two operations 
set out below and practised by myself would 
run like this: It is a suprapubic pro- 
cedure designed to sling up the urethra 
with two strips of fascia; these latter are 
raised from the anterior rectus sheaths and 
are pedicled laterally in the external and 
internal oblique muscles, as was first 
devised, suggested, practised, and _ illus- 
trated by Hans Hans (1925, 1929). (Fig. 1.) 


Here I may be allowed to evince a little 
surprise. The principles and successes of 
fascial sling operations have been estab- 
lished and amply recorded over many 
years. (Hans, 1925, 1929; Baumm, 1931; 
Cramer, 1929.) How has it come about 
that until 1942 they have been almost 
completely passed over by British and 
American gynaecologists ? 

















Fic. 1. 


Redrawn from the illustration to the article by 
Hans Hans. His was a combined abdominal and 
vaginal operation. The inset has been added to 
show his method of encircling the urethra. 


Preliminaries. 

1. A rubber catheter is passed and 
fastened to the vulva with a silkworm 
suture ; a de Pezzer can be used with a view 
to better definition of the vesical neck. The 
catheter is removed on the gth day; for the 
removal of the latter type a small dose of 
pentothal is given. If a roller bandage is 
placed in the vulva and the lower half of the 
vagina the anterior wall is stabilized. For 
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RELIEF OF STRESS INCONTINENCE 


the urethral stage of the operation a moder- 
ate degree of Trendelenberg tilting is help- 
ful and adequate illumination is essential. 
Two special instruments have been devised ; 
while not absolutely necessary they perform 
their functions well (Fig. 2). 

2. The skin incision. This need not be 
quite so long as the fascia to be raised, for its 
lateral angles can be alternately retracted 
in order to expose the muscle fibres of the 
external oblique. Its central portion 
crosses the midline about 4 cm. above the 
upper border of the symphysis (Fig. 3). 

3. Preparation of the fascial strips. The 
integument is raised from the aponeurosis 
in an upward direction and the fascial 
surface cleaned, from the fibres of one 
external oblique to the other. Two small 
incisions are made through the aponeurosis 
on each side of the linea alba, the upper 
about 2} cm. above the lower ones (Fig. 4). 
Through the four incisions in the aponeu- 
rosis the closed blades of the scissors are 
passed laterally as far as possible, then 
separated and withdrawn. These initial 
incisions are in turn extended outward until 
actual muscle fibres are reached. Finally, 
when the attached central position of the 
fascia has been dissected off the linea 
alba we are left with a “‘ bucket-handle’’, 
whose sole attachments are to the fibres of 
the external and internal oblique muscles 
of each side. 

4. Exposure of transversalis fascia and 
underlying peritoneum. Two artery for- 
ceps are applied to the lower free edges of 
the rectus sheaths, one on either side of the 
midline and with the knife the aponeurosis 
is freed from the linea alba right down to 
the upper border of the symphysis. The 
medial borders of the rectus and pyramida- 
lis muscles are separated .by sharp dissec- 
tion and undermined laterally for a short 
distance to raise them from fascia trans- 
versalis, preperitoneal tissue, and _peri- 
toneum. 
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5. Formation of the retropubic space. 
The two index fingers are placed, ulnar 
borders towards the bone, against the 
posterior aspect of the upper border of the 
symphysis. Kept close to the bone, they 
are worked downwards until a real resist- 
ance is met. They are then swept laterally 
and finally withdrawn in such a way as to 
retract the inferolateral surfaces of the 
bladder upwards and backwards (Fig. 5). 

This is a convenient place to introduce an 
anatomical note. 


With the first described manoeuvre the fingers 
entered (Figs. 6, 7, 8) and created the prevesical 
and, with the separation of the fingers, its lateral 
extensions, the paravesical spaces. Before its arti- 
ficial creation this ‘‘ space ’’ is filled only with loose 
areolar and fatty tissue. If the fingers are forced 
still more deeply along the anterior walls of the 
pre- and paravesical spaces a definite resistance is 
encountered both in the midline and laterally. 
With the wiping of a sponge on a holder and the 
aid of good illumination the reason for this can 
be seen. There is now displayed the torus pubicus 
and the upper three-quarters of the back of the 
symphysis, while a little further out if the wall 
is gently stroked and cleaned in a downward 
direction, the anterior end of the arcus tendineus 
is seen and below this level, shining through its 
covering fascia, the comb-like arrangement of the 
fibres of the pubococcygeus. But only a shortish 
length of these is visible for the wiping action 
reveals another fascial thickening—a ‘‘ white line ’’ 
—running from in front backwards and roughly 
parallel to the arcus tendineus but at a lower 
depth. From this line to the corresponding one on 
the other side there spreads across the (unseen) 
cleft between the converging levator muscles, a 
greyish-white sheet of tissue. This receives an 
attachment anteriorly to the back of the symphysis 
near the junction of its upper three-quarters and its 
lowermost quarter. Posteriorly, this sheet of tissue 
fuses with the fascial coverings of the bladder along 
the anterior and lateral aspects of its base. This 
sheet of tissue, which medially includes the urethra, 
appears to be single but is chiefly constituted by the 
two pubovesical tracts of fibromuscular tissue. It 
thus forms a “ third pelvic diaphragm ”’ in this 
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region. It hides from view the cleft between the 
medial borders of the pubococcygeus (the levator 
pillars) and also the urethra plunging downwards 
and forwards through it to pierce the urogenital 
diaphragm and open almost immediately into the 
vestibule of the vagina. The urethra and these 
tracts of tissue are not quite in the same plane for 
while the latter are proceeding in the general direc- 
tion, bladder base to back of symphysis, the former 
is directed towards the subpubic angle. To reach 
the anterior wall of the urethra immediately 
behind the symphysis the attachments of the pubo- 
vesical ligaments would have to be broken through, 
and even then, before encountering the canal, the 
dorsal vein of the clitoris would be met. But for the 
shape and prominence given to it by the indwelling 
catheter the urethra would not be visible, and in- 
deed, barely palpable in its course through and 
beneath this roofing sheet of fascia. These pubovesi- 
cal tracts are of only moderate strength yet the 
resistance they can offer to finger or instrument is 
readily appreciated by those who have performed 
sling operations, either by the Aldridge or the 
Studdiford techniques. In both they have to be 
pierced from below a short distance behind the 


symphysis and between the urethra and the - 


‘‘ white line’’ laterally. 

It is generally conceded that these tracts exert 
a stabilizing and supportive effect on urethra and 
vesical neck, helping to maintain these in their 
normal relation to the back of the symphysis; 
and because of the overflow of fibres which they 
receive from bladder base and the intrinsic urethral 
musculature, they offer this latter an additional 
source of purchase and enable it to function at its 
highest efficiency. The ways in which the integrity 


of these tracts can be compromised are easily ° 


evident from a consideration of their course, their 
structure, and their attachments. The malign 
influences at work are trauma of childbirth, 
involutionary effects of the menopause and the 
changes due to old age. 

The urethra is some 3 to 4 cm. in length and 
possesses considerable elasticity in both radial and 
longitudinal directions. Its extrapelvic portion is 
very short and its union with the anterior vaginal 
wall extremely close. Its intrapelvic portion is 
united to the vagina by the urethrovaginal septum 
of relatively avascular connective tissue. The 
urethra in this portion has a wall of its own the 
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whole way round. It is separable from the under- 
lying vagina, and with the catheter in situ, can 
easily be raised from the latter either with the 
fingers or the special instrument. On its lateral and 
anterior aspects, but deep to the pubovesical tracts, 
the urethra is embraced by the pudendal plexus 
of veins (plexus of Santorini). 

As the operation is performed with an empty 
bladder the actual vesical neck is neither truly 
visible or palpable. Its position is simply estimated 
unless, of course, some form of de Pezzer catheter 
is employed. 


6. Preparation of the slings. The 
‘“‘bucket-handle’’ is raised out of the 
wound, its borders are fixed by a series of 
mosquito forceps and it is then split with the 
scissors throughout its length (Fig. 9). It 
will be noticed that except in its central 
portion the ‘‘ bucket-handle’’ consists of 
two layers of fascia and, to obtain a neat 
splitting, it is important to align these in 
the grasp of the forceps. Two. musculo- 
fascial strips are thus obtained which are of 
a length sufficient for any type of sling. 
Ligatures of catgut are attached to the ends 
of the fascial strips and each is drawn either 
behind its corresponding rectus muscle 
or, better still, through the centre of the 
latter, as performed by Charles Read 
(Fig. 10). | 

7. Passage of the slimgs. With the palm 
of the left hand directed towards the bladder 
and pressing it upwards and backwards, 
the tips of two fingers are placed astride the 
catheter and urethra just behind the sym- 
physis. They are then drawn towards the 
operator for about 1} inches, and with 
the urethra-holding instrument the catheter 
and canal are grasped and surrounded just 
distal to these fingers (Fig. 11). The 
urethra and vesical neck are now raised 
from the vaginal wall. The fascia-intro- 
ducing instrument carrying the guide thread 
attached to the right fascial strip is then 
passed into the substance of the right pubo- 
vesica] tissue, beneath the urethra, and 
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finally, after cutting down upon its point, 
made to pierce the left pubovesical tract. 
The thread is freed, replaced with that 
attached to the left strip, and the instrument 
withdrawn. The strips are then pulled 
through beneath the urethra and _ the 
‘sling ’’ is constituted (Fig. 10). 

The passage of the strips is, of course, the 
crucial step in the operation and anything 
which contributes to its ease, speed, and 
accuracy is important. The effective portion 
of the instrument (Fig. 2) is: (1) so angled 
on the handle that, though the latter is not 
held in midline, its surface is in the same 
plane as the urethro-vaginal septum, and 
its curve is at right angles to the course of 
the urethra; (2) of such a width that it 
creates a channel ample for the easy passage 
of the fascial strips. 





Fic. 12. 


Two of the many possible ways of completing the 
Sling. 


The returning loops of the slings can be 
anchored : (1) by simply overlapping them 
and binding them together with two or three 
stainless-steel sutures on each side (Fig. 
12a); or (2) by drawing their free ends 
again through the rectus muscles in a 
reverse direction and by knotting and 
suturing them in front of the lower ends of 
these muscles (Fig. 12b). 
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It will readily be seen that there are 
numerous architectural possibilities. 


Elevation of urethral and vesical neck. 

The amount of tension which should be 
put on the sling and the degree to which 
the urethrovesical junction should be 
elevated is a matter which only time and a 
much greater experience can possibly 
decide. The patient in whom I produced 
most distortion of this region had not the 
slightest difficulty in passing urine when 
the catheter was removed on the 4th day. 
Two others in whom less elevation had been 
produced had considerable difficulty and 
many days elapsed before the power of 
normal evacuation had returned. 

For success a distinct degree of elevation 
of the vesical neck and urethra would seem 
to be necessary. Beyond this we can offer 
the reader no further help. We can only 
assure him that in their early attempts to 
establish normal evacuation of the bladder 
a few patients will reduce both themselves 
and their surgeon to a state of some anxiety 
and apprehension. 


SINGLE DETACHED FASCIAL-LOOP 
OPERATION. 


The advantage is that the ‘‘ bucket- ° 
handle ’’ is raised in just the same way but 
need be only half the width (one finger 
breadth), and consequently there is little 
risk of weakening the abdominal wall. 
After passage beneath the urethra both ends 
are drawn through the rectus muscles just 
above the symphysis, overlapped and 
sutured in the usual way. (Figs. 13, 14.) 
Alternatively they can be _ fastened 
anteriorly in front of the rectus sheaths. 
The available length of fascia is well 
in excess of what is required and instead 
of overlapping it can be fastened -by 
sutures and tied in a reef knot: The 
procedure is a little quicker than the pre- 
vious operation and in their results the two, 
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so far, are indistinguishable. Fastened as it 
is just above the symphysis this sling will 
be almost at rest during the early post- 
operative days. Consequently the vesical 
neck will undergo only a minimal excursion 
in response to movements of the abdominal 
musculature—perhaps a good thing during 
the healing process. After both these opera- 
tions the rectus muscles are united with a 
series of interrupted sutures, the aponeuro- 
sis with a continuous suture and the skin 
with clips. 

This single-loop operation differs from 
that of Baumm (1931) in the following 
ways: (I) certain details of technique; (2) 
his was a combined abdominal and vaginal 
operation; (3) instead of rectus fascia he 
employed strips specially prepared from the 
pericardium of the ox. 


HAEMORRHAGE. 

Needless to say haemostasis is essential 
throughout the operation in order to prevent 
haematomata and diminish the risk of infec- 
tion. The superficial blood vessels supply- 
ing the integument of the lower abdominal 
wall are divided transversely and bleeding 
points, especially in the lower edge of the 
wound, should be carefully secured. In 
cleaning the aponeurosis and again in rais- 
ing the ‘‘ bucket-handle’’ small perfora- 
ting muscular twigs are interrupted and 
must be cared for. Only clumsy operating 
can endanger the main trunks of the deep 
epigastric vessels ; their retropubic branches 
might conceivably be severed in separating 
the rectus muscles right down to their inser- 
tions. 

Some injury to the pudendal plexus of 
veins is almost unavoidable when passing 
the fascial introducer beneath the urethra. 
Venous oozing usually occurs from wounds 
of entry and exit in the pubovesical fascia 
but this is easily controlled by pressure and 
has ceased by the time the strips have been 
overlapped and sutured. 
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If the above points are attended to in their 
proper sequence the majority of these 
operations proceed cleanly and smoothly 
and, indeed, become little more than a neat 
and pretty exercise in lower abdominal 
anatomy. They can be comfortably execu- 
ted in 30 minutes in a thin woman. 

The prevesical space is sometimes drained 
through a stab incision placed a few cm. 
below the centre of the Pfannenstiel. The 
tube is removed on the 4th day. 


THE MODE oF ACTION OF THE SLING. 


Before the end of the operation the 
musculo-fascial action on the vesical neck 
can be observed during the respiratory rise 
and fall of the abdominal sheet of muscle; if 
anaesthesia is inadvertently lightened and 
the patient strains or vomits this effect can 
be violent and truly frightening. From these 
observations it would be easy to imagine 
that such muscular control of the urethral 
channel would persist indefinitely ; and the 
gynaecologist in the role of orthopaedist 
would indeed be a picture very pretty to 
contemplate. Hans-Hans apparently cast 
himself in such a role, for he believed the 
chief virtue of his operation lay in the origin 
of his strips from muscle whose blood and 
nerve supply remained carefully preserved. 
Such, however, is not the case. No doubt 
in the early post-operative period, asa result 
of vomiting or coughing, movements are 
still transmitted to the vesical neck and this 
by some might reasonably be regarded as 
an undesirable rather than a favourable 
side-effect of a musculo-fascial sling. But 
the strips, as a result of the healing process, 
soon become firmly adherent to the rectus 
muscles and their overlying sheaths, and the 
retropubic space becomes filled with dense 
fibrous tissue which cannot be broken down 
with the fingers, but actually requires 
scissors dissection. All this I have been 
able to prove (if any proof were needed) in 
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Fic. 2. (a) Fascia-introducer and (b) urethra-holding 
forceps, as designed by the writer and made by Messrs. 





Thackeray of Leeds. x 1/3. 


Fic. 3. Approximate site and length of skin Fic. 4. Preparation of ‘‘ bucket-handle.’ 


incision (white); width and extent 
strip (black). 


of fascial 





FIG. 5. 


C.M.M, 


Preparation of pre- and paravesical 
spaces. 
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Fic. 7. Frontal section, A—White line of origin 
Fic, 6. The operative space. A—The pubo- of pelvic fascia, pubovesical tract, and insertion 
vesical tracts and their pubic insertions. of latter in region of vesical base. 





Fic. 8. The “ third pelvic diaphragm,”’ cut away on the right of the picture. Partly 
diagrammatic. A—White line of origin of pelvic fascia and attachment of pubovesical 
sheet. 
C.M.M,. 














Fic. 9. Splitting of ‘‘ bucket-handle.”’ 





Fic. 10. Urethral forceps and fascia-introducer in use. 


C.M.M. 














Fic. I1. 


Application of urethra-holding Fic. 13. The single-loop detached fascial sling. In this case the 
forceps. is completed in front of the muscles and not the rectus fascia 
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Fic. 14. The final anatomy, showing single loop in t 
position and elevation of urethra and vagina towards j 
the back of the symphysis. A—White line of origin ’ 
of the ‘‘ third pelvic diaphragm,’’ which is omitted 
from the illustration. 
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the one patient I have had occasion to re- 
open some weeks after the original opera- 
tion. 

The early German workers in this field 
were at first inclined to attach unlimited 
virtues to the active working of pyramidalis 
and fascial strips. It was not long, however, 
until the consensus was that these grafts had 
a purely passive action and that their suc- 
cess had to be explained by other factors. 

I think we may now safely assume the 
following to be true. The sling plays in the 
main a passive role. It elevates the vesical 
neck and proximal urethra and restores 
them at least to their normal positions rela- 
tive to the back of the symphysis; in most 
cases overcorrection will actually be the 
result. It increases the length and tension of 
the urethra. If the fascial introducer is made 
to enter and emerge some distance lateral 
to the urethra it should elevate and increase 
the tension of the stretched and perhaps 
damaged portions of the pubo-vesical 
tracts. It gives to the most proximal portion 
of the urethra a direction which is somewhat 
tangential to the base of the bladder and 
which will be even more marked when the 
latter has reached a state of moderate dis- 
tension. It forms a scaffolding for the 
fibrous reaction which is consequent to the 
operative intervention, and on this and its 
permanence depends the success of the 
operation. In a few patients there is cer- 
tainly produced some kinking of the ure- 
thral channel and this obstructive effect 
may be a factor in the cure of incontinence. 
Finally, because of its connexion with the 
musculo-aponeurotic sheet of the abdomi- 
nal wall, this retropubic fibrous tissue may 
possibly reflect, in however small a degree, 
the movements of the former and so 
indirectly exert some active control over 
the vesical neck and urethral passage. 

The post-operative management has pro- 
ceeded by methods of trial and error. The 
drainage tube is removed on the 4th day. 
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There is a moderate amount of blood- 
stained, serous discharge. The catheter is 
removed on the gth day. As important 
as urinary antiseptics, penicillin, and the 
day on which the catheter is removed is the 
psychological approach. Above everything 
else, it isimportant that these patients should 
at no time gain the impression that they 
have undergone some unusual or extra- 
ordinary procedure. Once they do then they 
become suspicious and apprehensive. If, in 
addition, their early attempts to pass urine 
are not immediately successful their worst 
suspicions are regarded as confirmed and a 
train of unhappy, though fortunately only 
temporary, complications may be the con- 
sequence. 


CONCLUSIONS. 

The above descriptions are founded on 
an experience of 25 sling operations 
(October 1947), the majority being of the 
types described. The results have been 
eminently satisfactory on the whole, but it 
is felt that a detailed account of these should 
be withheld until the numbers have in- 
creased and further time has elapsed. 
There has been only one complete failure. 
In another the indications were stretched 
to include stress incontinence and nocturnal 
enuresis; the former was largely relieved 
but the operation failed to cured the latter. 
In 2 other patients the fault has lain in over- 
correction; for the stress incontinence diffi- 
culty in micturition has been substituted ; 
but now, some 6 months later, both these 
patients are improving.* 





*Terence Millin and Charles D. Read have 
recently published (Post. Grad. Med. ]., Feb., 
1948) their results from an operation similar to the 
first of the two procedures described in this paper. 
They have practised their operation over a longer 
period, and the number of their cases exceeds my 
own. Much of radiological and clinical interest is 
included in their contribution, and their con- 
clusions, based on 130 operations, should be studied 
by all who are interested in this subject. 
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Virilizing Tumours of the Ovary 
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INTERSEXUALITY has provided many inter- 
esting clinical problems. Amongst these, 
virilization of the adult human female has 
been analyzed with partial success. The 
various types have been found to result 
from endocrine activity originating in the 
adrenal bodies—adreno-cortical syndrome 
(Broster and Vines, 1933); and in the pituit- 
ary—Cushing’s syndrome (Cushing, 1932). 
In some cases, the virilizing changes have 
taken place where no tumour or even hyper- 


‘plasia could be demonstrated. The rela- 


tive parts played by the two glands are not 
yet clarified. Comparable clinical states 
have been found associated with ovarian 
tumours. Blair-Bell (1915) reported the 
first case in England of masculinization 
associated with an ovarian tumour which 
he removed successfully. The cytological 
composjtion of all masculinizing tumours of 
the ovary is not the same and compara- 
tively few have been recorded. The true 
arrhenoblastoma, as described by Pick 
(1905) and brought into line with other 
ovarian tumours by Meyer (1931) has a 


tubular adenomatous structure or has cells ' 


resembling this. A smaller group is 
made up of large lipoid-filled cells 
resembling the adrenal, which Barzilai 
(1943) has named “‘ Virilizing lipoid-cell 
tumour of the ovary’’. The latter group is 
the less common. Kepler, Dockerty and 


135 


Priestley (1944), in recording a new case of 
their own, found only 13 cases in a review 
of the literature. Since then cases have 
been reported by Novak (1944), Twombley 
(1946), Curtis (1947), Douglass (1947), 
Williams and Mendenhall (1947), Greene 
and Lapp (1944), Burket and Abell (1944). 

With such a small number it is not pos- 
sible to outline a histogenetic plan. There 
has been a tendency to evoke an origin from 
luteal cells just as the germinal follicle had 
been suggested as the,source of the granu- 
losa-cell tumour — so-called feminizing 
ovarian tumour. But, as Novak (1947) 
points out, most authors doubt that the 
mature, functioning, luteal cell is capable of 
neoplastic growth. 

Interesting is the report by Groat (1944) 
of experiments on young ground squirrels. 
They were maintained after bilateral 
adrenalectomy on an adequate diet rein- 
forced by high chloride intake. The ovaries 
of those animals which throve on. this 
regime showed histological proliferation of 
adrenal-like cells to an extraordinary 
degree. Comparable changes are reported 
by Geist and Gaines (1942) asa result of the 
administration of gonadotrophins to suck- 
ling rats. On the other hand it is possible 
that the luteal cell may undergo hyper- 
plasia, even with an abnormal or unex- 
pected hormone output. Reviews, such as 
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that of Iverson (1947) do not, we think, help 
to solve our problem, although one case is 
reported showing some parts of the tumour 
of lipoid-cell type while the remainder is 
arrhenoblastomatous. That these tumours 
arise from adrenal rests (Schiller, 1939) has 
always been an attractive theory though 
adrenal rests within the ovary are very 
rarely found in the adult. But Grollman 
(1936) states that they may be found not 
uncommonly at birth. They are encoun- 
tered along the ovarian vessels, near the 
ovary or in the broad ligament. We have 
records of one such rest situated in the 
mesovarium. It measures 3 mm. (Fig. 1) 
and the patient has no virilizing features. 
We now report a further case of adrenal- 
like tumour of the ovary uniquely, we 
believe, associated with pregnancy. 


Case History. 

The patient was 33 years of age when she first 
came under observation, and was pregnant, the 
last menstrual period having occurred on 4th 
April, 1942. Pregnancy had proceeded apparently 
normally until early in September 1942, when she 
should have been about 24 weeks pregnant. She 
noticed then a great increase in growth of hair on 
the face and her voice becoming deep. 

Early in December she came under the care of 
one of us (W.N.S.) at the Chelsea Hospital for 
Women. Estimated from the date of the last 
period she would be about 34 weeks pregnant. The 
fundus, however, was much lower than corre- 
sponded with this. She said she had never felt 
foetal movements and wondered if all could be 
well with the pregnancy. An X-ray was taken and 
the report suggested ‘‘intra-uterine death ’’. 
Spalding’s sign and angulation of the spine were 
reported. The preliminary diagnosis lay between 
arrhenoblastoma and an adrenal tumour. Assum- 
ing the correctness of the above X-ray report, 
evacuation of the uterus followed by laparotomy 
was contemplated. 

Previous history. The patient had always been 
extremely healthy (Fig. 2). There had been some 
slight loss in weight during the last 6 months. 
Menstruation began at the age of 12 and had been 


regular, occurring every 28 days and lasting 5 days. 
She had suffered from slight dysmenorrhoea. She 
married at the age of 23 and contraception was 
practised for nearly 10 years, until March 1942, 
when she decided to have a child. Following this 
decision she had only one more period. 

On examination the patient showed a growth of 
coarse, black hair on the chin extending upwards 
in the normal male distribution to the hair line on 
the scalp. The lower lip was almost spared and the 
upper lip showed a finer type of growth (Fig. 3). 
The pubic hair was excessive in quantity and male 
in its distribution, with a marked black line running 
to the umbilicus, and a certain amount of hairy 
growth between the umbilicus and ensiform carti- 
lage. There were a few dark hairs on the chest and 
over the scapulae but none around the areolae of 
the breasts. The arms and legs were rather more 
hairy than usual, but not markedly so, The voice 
was deep and masculine. Psychologically, the 
patient seemed to be normal. She said that her 
only psychological change had been slight  irri- 
tability lately, due she thought to her consciousness 
oi a somewhat startling appearance. She had never 
had more than a “‘ mild interest ’’ in sexual rela- 
tions and did not know what an orgasm was— 
certainly she had never experienced it. This 
deficient sexual response remained unaffected by 
her pregnancy and the development of her symp- 
toms. No abnormal interest in members of her own 
sex had accompanied the virilizing changes. 

The heart and cardio-vascular system were 
normal except that the blood-pressure was raised, 
being 170/120. The fundus uteri corresponded to 
27 weeks’ gestation and the foetus was presenting 
as a vertex. There was hypertrophy of the clitoris. 

Foetal movements were felt and the foetal heart 
clearly heard. On vaginal examination the pelvis 
appeared normal. No pelvic tumour was palpable. 
On one occasion only a mobile swelling was palpated 
in the right flank, but this was not confirmed by 
subsequent examinations. The report on a second 
X-ray was: ‘‘ One foetus is present, presenting as 
a vertex. The foetus is radiologically normal, and 
the estimated maturity about 30 weeks.’’ 


Progress. The patient remained as an ambulant 
in-patient until 11th January, 1943, the exact 
calculated date for confinement, when ,she went 
into labour. After 3 hours a living child was 
born, following a 2nd stage of ten minutes. The 
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placenta was expelled normally. The child, a male 
weighing 5 pounds 6 ounces, showed no gross 
evidence of prematurity. Lactation was never 
established. The puerperium was normal except 
for this. 

On 23rd January, 1943, the patient was examined 
vaginally. The uterus was involuting well and no 
tumour was palpated. An intravenous pyelogram 
showed normal renal shadows and renal function. 
It was decided to proceed with the exploratory 
laparotomy. This was carried out by one of us 
(W.N.S.) and Mr. A. A. Kidd of Kingston County 
Hospital. 


Operation: 10th lebruary, 1943. 

Under gas, oxygen and ether anaesthesia the 
abdomen was opened. The suprarenals were pal- 
pated and nothing abnormal detected. On explor- 
ing the lower abdomen, however, a cystic mass 
about the size of a cricket ball was found lying 
anteriorly to the right broad ligament. A long 
pedicle had evidently allowed of considerable 
“ wandering ’’, and the cyst had finally ‘‘ jumped ”’ 
the broad ligament. The cyst was excised and the 
pedicle buried. 


Subsequent notes. Alter operation the patient 
made a perfectly normal recovery. She was allowed 
up on the 17th day and went home on the 25th. 
There was then, no change whatever in her appear- 
ance, and no appreciable alteration in the pitch 
of the voice. She had no mental or psychological 
disturbances. 

30th March, 1943. Marked 
Hairs would not pull out. 

12th April, 1943. 
still well rooted. 

4th May, 1943. (Approximated 3 months after 
operation.) Hairs coming out. Voice (?) slightly 
higher in pitch. Right femoral hernia discovered. 

25th May, 1943. Acne nearly gone. Hair on the 
face also nearly lost. 

22nd June, 1943. (Four and a half months after 
the operation.) Acne better. Abdominal hair has 
returned to female distribution. 

31st August, 1943. ‘‘ Was only vaguely interested 
in sexual relations before, but certainly not now.’’ 
Used to have intercourse twice a week, but none 
since the operation. Did not seem sure if she had 
ever experienced orgasm, but admitted a certain 
amount of ‘‘ feeling.’’ 


acne of the face. 


Acne improving, but hairs 
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4th January, 1944. Voice is perhaps a little 
better, but improvement is not marked. No acne 
and no hair on the face. The right femoral hernia 
had been cured by operation. The baby of 11 
months now weighed 27 pounds. * No sexual interest 
and she and her husband are drifting apart. Periods 
4/28. The menstrual loss is more than before she 
had the baby. As she uses 24 diapers at the period 
she may have a mild menorrhagia. 

2nd May, 1944. 
scanty. 

24th April, 1945. No sexual desire at all; 
periods 6/28, and vary in amount, sometimes 
scanty, usually free. Voice still low. Nothing 
abnormal on vaginal examination. 

30th September, 1947. General health much 
better (used to feel weary). Looks very well. Face 
hairless. She occasionally gets a long coarse hair 
growing on the face and she pulls this out. Periods 
now 5-6/28. Previous to that they were scanty for 
some months. Now back to the normal amount 
(one year). Complains of occasional pain at the 
top of the thighs. Pain over the sacrum. Voice 
still gruff. Good deal of white discharge, has had 
it since she became pregnant. Again is quite sure 
that she has never experienced an orgasm. Her 
son is alive and normal in every way. 


Periods 4/28, and now rather 


On examination. Female distribution of abdomi- 
nal hair. Face clear. Per vaginam nothing 
abnormal. Clitoris within normal limits. Specu- 
lum: Small erosion and mucoid discharge from 
this area. A saline solution of the discharge was 
examined to exclude Trichomonas infection. 
Erosion cauterized with silver stick. Blood: No 
polycythaemia. Blood-pressure, 116/84. Urine: 
No reducing substances. Weight: 9 stone (usual). 


SUMMARY OF CLINICAL FEATURES OF THE 
CASE. 


We understand that this is the only re- 
ported case of an adrenal-like ovarian 
tumour appearing and causing virilism 
during pregnancy, although other types of 
ovarian tumours have been recorded in 
association with gestation (Selye, 1946). 
we were fortunate in having the oppor- 
tunity to carry out hormone excretion 
estimations during the latter part of the 
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pregnancy and after the tumour had been 
removed. These results are referred to 
elsewhere in this paper. 

It was also fortunate that we were saved 
the error of a premature evacuation of the 
uterus on the strength of the patient’s 
story and the first X-ray report. In spite 
of pre-operative search for a cyst, this one 
was elusive and was felt only once in the 
right flank. This may be explained by the 
unusually long pedicle of the cyst. At 
laparotomy it was found that the cyst had 
‘‘jumped ”’ the broad ligament. 

At no time had the patient complained of 
headaches. The high blood-pressure present 
when she was first seen has returned to 
normal. Other features of the Cushing 
syndrome have been noted in adrenal-like 
tumours but they do not occur in arrheno- 
blastomata. The marked hirsutism with a 
typical masculine distribution and the 
arresting change in the pitch of her voice 
were not accompanied by noticeable in- 
crease in size of the clitoris nor by psycho- 
logical disturbance (except worry about her 
appearance) nor by sexual change, either 
in the direction of an increase of her sub- 
normal sexual interest and response, or as 
far as we can gather of complete loss of 
interest. There was no morbid sexual 
interest. 

The tumour did not affect either the dis- 
position of fat or the feminine characteris- 
tics of her form. The breasts did not lose 
their normal size and shape though at no 
time did they show evidence of secretion. 
Could endocrinal imbalance in some way 
have been responsible for the small size of 
the baby and the late perception of move- 
ments ? 

There was no departure from the average 
reaction to operation and the immediate 
post-operative progress was perfectly nor- 
mal. No unusual degree of shock or any 


subsequent sign of adrenal insufficiency 
occurred. The loss of the abnormal hair 


did not commence till 3 months after the 
removal of the tumour, but went steadily 
to complete restoration of the female distri- 
bution, the process taking 6 weeks. Since 
then she has occasionally grown a coarse, 
black hair on the face. The voice has not 
recovered after nearly 5 years. If any 
improvement has occurred it is not at all 
marked. Had we made recordings of her 
voice a minor degree at most might be 
demonstrable. 

The behaviour of the periods after their 
reappearance shows first, a year of greater 
loss than before the baby, then a few months 
of scanty periods, followed by a gradual in- 
crease until a variable menorrhagia existed. 
This continued for several years, and 
finally there was gradual damping down 
until normality was again reached. It is 
difficult to imagine how the tumour, or its 
removal, could be responsible for these 
variations. . 

The other ovary was normal and there 
have been no symptoms of lack of ovarian 
secretions. Neither the macroscopic ap- 
pearance of the tumour, nor the subsequent 
history of the patient suggests malignancy. 


Urinary HorMONE EXCRETION. 
Several urine specimens were examined 


by Dr. F. L. Warren (1945) for 17-keto- 
steroids. He has kindly forwarded his 
results, shown in the following table. 


TABLE, 


Record of 17-ketosteroid excretion in Relation lo 
Clinical Events. 


Date 


Patient’s urine 
30.12.1942. 158 mg. ketosteroids per day. 
II. 1.1943. Infant born. 
2. 2.1943. 23 mg. ketosteroids per day. 
10. 2.1943. Ovarian cyst removed. 
15. 2.1943. 12.8 mg. ketosteroids per day. 
12. 2.1943. Infant’s urine: 13.8 mg. 


ketosteroids per litre. 
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THE TUMOUR. 


This is a lax cyst measuring 8 x 7x 5.5 
cm. On bisection mucoid fluid escaped 
from the single cavity. The cyst wall is 


about 3 mm. in thickness and its lining is. 


smooth. A solid area measuring 5 x 1.5 
cm. and oval in shape is seen in the region 
of the ovarian attachment. Bisection of 
the solid area shows a mud-coloured surface 
interspersed with numerous small bright 
yellow punctate areas. 

Histology. Paraffin sections were pre- 
pared from 3 different areas and stained 
with haemotoxylin and eosin. Special 
stains for glycogen, lipoids or fuchsinophil 
granules were not made. 

Thecyst wall. Theinnermostlayer, which 
is thick, is composed of coagulated fibrin 
which has undergone organization. More 
peripherally there is granulation tissue. 
These are covered by a rind of ovarian 
tissue. In the boundary zone a few islands 
of theca cells are clearly visible. An 
occasional cell is luteinized. As the tumour 
is approached lipoid cells appear in large 
irregular areas, seeming to have prolifer- 
ated from the zone described. 

The tumour. The tumour is composed 
of a loose, connective tissue ground-work in 
which are set irregular sheets or masses of 
polyhedral cells. Blood vessels are fre- 
quent. Many have relatively thick walls, 
but often tumour cells are separated from 
the lumen only by a single endothelial layer. 
There are several small areas of lympho- 
cytes. 

The tumour cells resemble those of the 
adrenal cortex. The size of the cells*varies 
from 5 to 60». but the average size ranges 
from 5 to 20p.. 

The cytoplasm stains in a variety of 
ways. The general rule is for a semi-clear 
or granular appearance. In others the 
cytoplasm is a more diffuse but pale pink. 
These cells are the smallest in the tumour. 
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Other cells show distinct brownish granules, 
probably lipochrome. Lastly, there are 
cells, occurring singly or in clusters of 3 to 
5. In these the cytoplasmstains heavily, and 
is a bright pink. It is usually faintly granu- 
lar. The nuclei show great variation in size, 
5 to 20p. They occupy.an area in the cell 
of usually less than one half. Occasionally 
2 nuclei are present. The nucleus stains 
moderately but where the nucleus is unus- 
ually large it is often hyperchromatic as 
well. In the nuclei a distinct nucleolus is 
present. Mitoses are scarce. 

Comment. Both from the clinical 
and endocrine points of view there is little 
doubt that this patient underwent consider- 
able changes as a result of greatly increased 
androgenic activity. These became notice- 
able when the pregnancy was of about 5 
months’ duration. The features have 
retrogressed notably since the removal of 
the tumour. The change in voice, how- 
ever, remains more or less unaltered. This 
is a general finding resulting from irrever- 
sible structural changes in the vocal cords. 
It is noted, however, that although the 
figures for 17-ketosteroids returned to 
normal after the removal of the tumour, the 
most striking reduction, that is from 158mg. 
17-ketosteroids per day to 23 mg. per day, 
took place after delivery and before the 
tumour was removed. 

The ovarian tumour falls readily into the 
adrenal-like group. There is no evidence 
to assess it as a true arrhenoblastoma. In 
this latter group 17-ketosteroids values, 
where recorded, are much lower. 

It may not be possible to say more than 
that the tumour belongs to the former 
group. But two possibilities may be con- 
sidered : first, the tumour may be derived 
from the corpus luteum, and, secondly, 
that it it may be an adrenal rest. Earlier 
workers, amongst them Glynn (1921), were 
in favour of the former opinion. Against 
this view it may be stated that such an 
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occurrence is extremely rare, that the 
corpus luteum is a short-lived element, and 
that a condition of virilism is the exact 
opposite to what might be expected endoc- 
rinologically. There are, however, points 
about our case which favour such a pos- 
sibility. From the cytological picture there 
is not enough evidence to call this a tumour, 
in the sense-of neoplasia, Its edges are not 
regular and, in fact, there are numerous 
patches of lipoid cells detached from the 
mass. Then there are the patches of mar- 
ginal theca cells pointing to a corpus luteum 
origin, But it is difficult to appreciate, in 
our present state of knowledge, how this 
pre-eminently feminine structure would 
secrete androgens. 

It seems apparent that this tissue did in 
fact produce the androgens, for output fell 
after its removal. Adrenal rest (cortical) 
tissue would be quite capable of androgen 
production but the stimulus seems to have 
come from outside the ovary and, there- 
fore, outside the adrenal-like tissue. The 
androgen excretion fell appreciably after 
birth and before the ovary was removed. 
This latter fact indicates that the gestation 
was, in some way, either through the pla- 
centa or the hypophysis, responsible for the 
stimulus. It might be said that the foetus, 
a male, was acting as the stimulus. With 
this in view urinary androgens were esti- 
mated on the infant. The result is, how- 
ever, of little real value, for lack of control 
figures. On the other hand, a true tumour 
of adrenal rest would probably have con- 
tinued to function until removed. This 
point is not now capable of further elucida- 
tion. Although the inference is there, 


proof could have been given only by not 
operating on the patient for several months, 
a course, albeit not considered at the time, 
which would have had no clinical justifica- 
tion. 

The corpus luteum in early pregnancy 
elaborates progesterone and after the 3rd 
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month generally ceases to be functional. It 
is suggested that in this case it took on an 
abnormal function, namely the elaboration 
of androgens. Baird and Astwood (1946) 
record a dramatic onset of masculinising 


features in a woman of 24 years, during the 


4th month of her 1st pregnancy. But her 
masculine features are the more remarkable 
in-that they persisted through 3 additional 
pregnancies in the succeeding 13 years up 
to the present pregnancy. At 5 months’ 
gestation her total ketosteroid excretion was 
8.4 mg. per 24 hours. But in this case 
there was no clinical regression following 
confinement. 

Brentnall (1945) recorded the onset of 
virilism towards the end of the first 
trimester. He removed an arrhenoblas- 
toma at the time of Caesarean section and 
in his case early impressions (3 months) 
suggest that the infant is a female pseudo- 
hermaphrodite. Ketosteroids are not re- 
corded. 

We are of the opinion that until a con- 
siderable number of authenticated cases has 
been collected it would be well to con- 
serve this group under the heading of 
Virilizing Lipoid Cell Tumours. This will 
avoid a prejudged conclusion of their | 
exact origin. 

For similar reasons it is not possible to | 
foretell whether the tumour will recur, or 
cause death from metastasis. 

The Ovarian Tumour Committee of the 
American Gynecological Society, which has 
been kind enough to express its opinion on 
sections of this case, placing it in the adre- 
nal-like group, remarks that these-tumours 
are clinically and histologically benign. On 
these lines it would be unreasonable to ex- 
pect recurrence. 

So far death from metastases has been 
reported in one case only (Rottino and 
McGrath (1939). In another case (Burket 
and Abell (1944) in which hepatic metasta- 
ses were seen the patient died 11 days after 
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Fic. 1. 
An adrenal rest in the Mesovarium. 
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FIG. 3. 
Fic. 2. The patient just before the removal of the 
The patient before the onset of virilism. tumour. The beard and acneiform eruption 
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Fic. 4. 
A general view of the tumour, 
x 100. ( 





Fic. 5. 
A typical area showing the variable 
size of the lipoid cells and aggregations 
of lymphocytes. 
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the operation. By contrast, arrhenoblas- 
tomata have been the cause of death in 
severalcases. Thata ‘‘ five-yearsurvival ”’ 
in the latter group is not necessarily synony- 
mous with cure is exemplified by reports 
of Krock and Wolferman (1941), Kepler, 
etal. (1944), and by Terrades (1929), where 
death from metastases has occurred I0, 12 
and 16 years respectively, after the removal 
of the primary tumour. 


SUMMARY. 


1. An account is given of a case of 
virilism in pregnancy. 

2. Masculine features included change in 
the voice and hirsutes. Acne and hyper- 
tension were present. Lactation was not 
established. 

3. There was no polycythaemia, obesity, 
headache, diabetes or enlargement of the 
clitoris. 

4. The successful removal of a virilizing 
tumour of the ovary is described. 

5. The pathology of the ovarian cyst is 
described together with an account of some 
endocrine considerations. 
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Calcium and Phosphorus Metabolism in Pregnancy 
(A Survey under War and Post-War Conditions) 


V. CALCIUM AND PHOSPHORUS BALANCES AND LABOUR FINDINGS 
BY 


E. OBERMER, M.D., M.R.C.S., L.R.C.P. 


IN a recent attempt (Obermer, 1947) to 
correlate antenatal findings with calcium 
and phosphorus balances the cases in this 
survey were divided into the following 7 
groups : 


Group A. Controls. 


»  B. Supplement of calcium phos- 
phate in the form of Calfos 
tablets. 

», C. Supplement of Calfos tablets 

together with large doses of 
Calciferol. 


. Supplement of calcium phos- 
phate B.P. tablets. 

», EE. Supplement of calcium phos- 
phate tablets, together with 
Calciferol. 

. Supplement of Calciferol only, 
in varying doses—from 800 to 
10,000 I.U. 


Group G. Supplement of Calciferol only, 
in varying doses—from 10,000 
to 36,000 I.U. per 24 hours. 


Figures showing the mean loss or gain 
of calcium and phosphorus throughout 
pregnancy were also given in tabular form. 
This table is reproduced below to serve as 
a basis for correlation. 


DURATION OF LABOUR. 


Of the 48 cases, 40 were primiparae and 
8 had had one previous pregnancy. 

Of the 40 primiparae, 4 have been ex- 
cluded from Table Il—z case (No. 51) in 
Group G was delivered by a local prac- 
titioner, in a country village, and no note 
was made of the duration of the different 
stages of labour; No. 3, in Group A, was a 
case of intrauterine death; Nos. 31 in 
Group E, and 44 in Group F, had forceps 


TaBLeE I. 
Total Maternal Loss or Gain of Calcium and Phosphorus, throughout Pregnancy. 


Mean for each Group 


(Expressed in grammes) 








Calcium Phosphorus 
Total Total 
Balance Content maternal Balance Content maternal 
Number throughout — of loss throughout of loss 
Group of cases pregnancy foetus or gain pregnancy foetus or gain 
A 6 — 135 25 — 160 +28 14 +14 
B 6 — 20 25 — 45 +42 14 + 28 
C 7 4+- 17 25 = 5S 4-90 14 + 76 
D 6 + I 25 — 24 —I1 14 —25 
E 6 =e 25 =— 26 + 36 14 +22 
F 10 — 90 25 —I115 — 05 14 —14.5 
G 7 — 45 25 — 70 +17 14 + 3 
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CALCIUM AND PHOSPHORUS METABOLISM IN PREGNANCY 


deliveries—the findings for the remaining 
36 primiparae are given in Table II. 


TaBLeE II. 
Mean Duration of Labour: Primiparae 
(Expressed in minutes) 








Number Mean, Mean, Mean, 

of Ist and 3rd Mean, 

Group cases stage stage stage Total 
A 5 958 113 19 1090 
B 4 1290 102 17 1410 
Cc 6 1181 105 17 1310 
D 4 698 146 19 864 
E 4 1270 75 15 1568 

F a 781 68 25 874 
G 6 960 67 22 1049 








The number of cases is too small to be 
statistically significant. It would not be 
justifiable to draw, even tentative, con- 
clusions from such figures. The variations, 
such as they are, must be considered as 
purely coincidental. 

On the other hand, when the calcium and 
phosphorus balances of each individual 
case in each group are plotted out against 
the duration of the 2nd stage of labour— 
selected as less likely to be affected by 
external conditions or interference than the 
Ist and 3rd stages—a definite tendency 
emerges, as can be seen from the graph 
on page 144. 

The three lines in the graph tend 
to follow each other. In other words, 
positive calcium and phosphorus balances 
tend to go with shorter second stages. The 
numbers treated in this graph are too small 
to be anything but suggestive. The writer 
would expect, however, that a larger series 
of cases, treated in the same manner, would 
confirm such a correlation. His experience 
has led him to believe that positive calcium 
and phosphorus balances in the last 3 
months of pregnancy are associated with 
both more rapid labours and the absence 
of complications, such as postpartum 
haemorrhage. 
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ABNORMALITIES OF LABOUR. 


In this series 44 out of the total of 48 
labours were normal and without complica- 
tions. In 4cases there were minor or major 
abnormalities : 


Case No. 3 (Group A): Intrauterine 
death with subsequent induction. 

Case No. 31 (Group E) : Developed acute 
bronchitis just before labour, had forceps 
delivery for primary inertia. 

Case No. 38 (Group F): Postpartum 
haemorrhage—2o ounces. 

Case No. 44 (Group F): Forceps de- 
livery owing to transverse position of the 
head, followed by manual removal of the 
placenta owing to incomplete separation 
and postpartum haemorrhage of 20 ounces. 

The net calcium and_ phosphorus 
balances (arrived at by adding together the 
balances determined in each 48-hour in- 
vestigation throughout pregnancy) are 
given below for cases 3, 31 and 44. The 
figures are not given for Case 38 as she was 
only investigated 3 times throughout 
pregnancy and the figures are, therefore, 
not representative. 


TaB_e III. 

Calcium and Phosphorus Balances in Cases of 
Abnormal Labour. 

(Balances Expressed in Grammes) 





No. of Net 


Net 
Case investi- Calcium Phosphorus 
number Group gations balance balance 
3 A 6 — 4.04 — ¥.§3 
31 E 5 — 2.40 — 1.22 
44 F 4 — 5.19 — 3.07 





It may be significant that 3 cases out of 
4, i.e., Cases No. 3, 38 and 44, belong to 
the two groups on low calcium intake or 
control groups. Further in cases 3 and 44 
both calcium and phosphorus balances 
were negative, a finding unusual even in the 
control groups. Case No. 31, in spite of 
being fed adequate supplements of calcium 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


144 


RELATION BETWEEN TIME OF SECOND STAGE OF LABOUR AND 


AVERAGE Ca AND P BALANCE 
(48-Hour PErRlop) THROUGHOUT PREGNANCY. 
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CALCIUM AND PHOSPHORUS METABOLISM 


phosphate or Calciferol, also showed heavy 
negative calcium and phosphorus balances. 


WEIGHT OF FOETUS. 


Of the 48 cases in this series, 47 had live 
babies, in 2 cases (both in Group F) there 
were twins—49 babies in all. Their mean 
weights per group are given in Table IV. 


TaBLeE IV. 
Mean Weights of Foetus. 
No. of Sex 
Group babies Grammes Pounds Ounces M. F. 


3295 


5 7 + 5 oO 
B 6 3440 A 9 2 4 
Cc 7 2950 6 8 4 3 
D 6 3370 7 7 6 0 
E 6 3170 ” oO 4 2 
F 12 3040 6 II Ss 4 
G 7 3330 7 5 4 3 


In considering these figures it should be 
remembered that there were two pairs of 
twins in Group F. Hence the mean weight 
for this group cannot be used for purposes 
of comparison. 

The figure for Group C is the only other 
figure below 7 pounds. It is definitely the 
lowest figure for all groups. The cases of 
this group were not only given supplements 
of calcium, phosphorus and Calciferol, but 


Table I also shows that the calcium and - 


phosphorus metabolism of Group C cases 
more nearly approaches optimum standards 
than any other group. This fact, together 
with the data given below, provides further 
putative evidence against the validity of 
statements made about premature calci- 
fication and excessive size of foetal heads 
(Brehm, 1937), increased density of foetal 
bones (Finola, Trump and Grimson, 1937), 
and postmaturity (Abel, 1931), when 
calcium and/or Calciferol are fed during 
pregnancy. 

There was also no evidence of prema- 
turity in the control Groups A and F, who 
showed the heaviest losses of calcium and 
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phosphorus—unlike Garry and Stiven’s 
series (1936). 

The figure for Group B, on the other 
hand, is the highest figure for any of the 
groups. It also cannot be correlated with 
the figures in Table I. 

Is it possible to correlate these two ex- 
treme variations in foetal weight (Group 
C lowest and Group B highest) with any 
other factor? Two antenatal factors have 
been put forward as exerting an influence 
on the size of the foetus: 


A. The nutrition of the mother. 
B. Parental height and weight. 


A. Nutrition of the Mother. 

Though the fallacy that diet affects the 
size of the baby has long since been ex- 
ploded by facts—in particular those 
recorded by German authors during and 
after the 1914-18 war (Ruge, 1916; 
Schmidt, 1918; Lipschiitz, 1918)—a few 
obstetricians still believe that a low caloric 
intake, as advocated by Prochownick 
(1917) results in a smaller baby and an 
easier labour. The figures for all groups in 
this series provide further evidence to the 
contrary. 


Mean Daily Caloric Intake Throughout 
Pregnancy. 


2577 
2374 
2418 
2425 
2380 
2788 
2571 


There is, of course, no correlation 
between these figures and the weights as 
shown in Table IV. It will be seen, how- 
ever that Groups B, C, D and E have a 
caloric intake which is significantly. lower 
than Groups A, FandG. Group A had no 
medicinal supplement; Group F, small 
doses of Calciferol in the form of drops 
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TABLE V. 


Mean Heights and Weights of Parents. 

















Mothers. Fathers. 
Height Weight Height Weight 
Group Cm. Feet Inches Kg. Pounds Cm. Feet Inches Kg. Pounds 
A 161 5 4% 56 123 176 5 10% 67 147 
B 163 5 5% 60 132 175 5 10 81 178 
C 166 5 6 56 123 174 5 9% 67 147 
D 163 5 5% 54 119 177 5 10% 7i 156 
E 159 5 3% 50 110 177 5 10% 9535 167 
F 163 5 5% 62 136 177 5 10% 70 154 
G 164 5 5% 60 132 178 5s =F 74 163 
added to milk; and Group G, only a few Placenta. 


Radiostol pellets per day. Each case in 
Groups B, C, D and E, however, had to 
swallow a considerable number of tablets 
and pellets, starting with 6 tablets and 6 
pellets, and ending with 12 tablets and 
12 pellets per day during the last two 
months of pregnancy. As would be ex- 
pected, this feat of swallowing or chewing 
was only possible at the expense of a 
diminution in appetite. 


B. Parental Height and Weight. 


On the other hand, it is a matter of 
common observation that the height and 
weight, and in particular the size of the 
parents, and more especially the father’s 
bones, influence the weight of the baby. 

Unfortunately it was not possible to inter- 
view the fathers and arrive at an impression 
of bone size, as the majority of them were 
out of England, on active service, through- 
out the survey. In comparing the figures 
for the father’s weight, however, in Table 
V with the figures in Table IV, it is sug- 
gestive that the group in which the father’s 
weight was lowest, i.e., Group C, also 
showed the lightest babies. Further, 
Group B fathers were heaviest (81 kg.) in 
correlation with the heaviest mean foetal 
weight for the same group (7 pounds 
g ounces). 


The placenta was weighed in only 26 out 
of the 48 cases. 


TABLE VI. 
Mean Placental Weights. 
Number 
Groups of cases Grammes Pounds Ounces 
A 2 650 I 7 
B 6 680 I 8 
C 3 593 I 5 
D 2 770 I II 
LE 3 709 I 9 
F 6 620 I 6 
G 4 620 I 6 








These few figures are given merely to 
compare with similar figures in studies of 
normal pregnancy and labour. 

It is of interest, however, to note that in 
3, cases—one each in Groups B, C and E— 
there were large calcified plaques. These 
three groups were fed calcium supple- 
ments. There was no single instance of 
calcified placenta in the control groups, who 
were on a low calcium diet. 


Foetal Head Measurements. 
Unfortunately, owing to wartime con- 
ditions, facilities were not available for 
measuring more than 26 out of the 49 foetal 
heads. 
Though the figures are few they provide 
more evidence against the views of the 








ee ee ee | ee eS | 


—_ ~*~ oe 





sSar.UC Ne 





CALCIUM AND PHOSPHORUS METABOLISM IN PREGNANCY 147 


TABLE VII. 
Mean Foetal Head Measurements. 
(Expressed in inches) 





Suboccipito Occipito 


Number bregmatic frontal SBiparietal Bitemporal Circumference 

Group of cases inches inches inches inches inches 
A 3 4 44 3% 3% 14 
B 6 4 4% 3% 3% 15 
C 4 4 4 3M 3% 14 
D 3 4 4% 334 3% 14 
E I 34 4% 34 3% 14 
F 5 3% 4% 3% 3% 13 
G 3 3% 4% 





authors (mentioned above) who claim that 
calcium and/or Calciferol feeding during 
pregnancy are liable to lead to difficulties 
in labour, due to excessive ossification of 
the foetal head. Further, those who were 
responsible for the conduct of labour 
reported that the degree of moulding was 
quite normal in all the cases of this series. 


SUMMARY. 


1. The mean maternal loss or gain of 
calcium and phosphorus throughout preg- 
nancy for 48 healthy pregnant women, 
divided into 7 groups, is given in tabular 
form. 

2. Forty of these women were primi- 
parae. Of the 40, 36 had normal labours. 
The mean duration of the 3 stages of labour, 
for these 36 women, divided into groups, 
are also given in tabular form. 

3. A graph is given showing the calcium 
and phosphorus balances of each individual 
in each group plotted against the duration 
of the 2nd stage of labour. There is a 
tendency for the 3 lines (representing plus 
or minus calcium balance, plus or minus 
phosphorus balance, and the duration of 
labour, respectively) to follow each other. 
This tendency confirms clinical experience 
that a positive calcium balance during the 
last 3 months of pregnancy usually results 
in a shorter labour, 


3% 3% 14 


4. Four out of the 48 cases had abnormal 
labours. The nature of the abnormality is 
described and the net negative calcium and 
phosphorus balances of these cases given in 
tabular form. 

5. The figures suggest that a maternal 
deficiency of both calcium and phosphorus 
throughout pregnancy may well be associ- 
ated with a more difficult labour and 
abnormalities such as postpartum haemor- 
rhage. 

6. A table is given showing mean weights 
of the figures in all groups. There is no 
correlation between these figures and the 
calcium and phosphorus balances. 

7. Figures are given for the mean daily 
caloric intake of each group throughout 
pregnancy. There is no correlation 
between them and the foetal weights. 
These figures do, however, show that the 
daily ingestion of a number of tablets and 
pellets, as in the calcium, phosphorus and 
Calciferol supplemented groups, diminishes 
appetite and reduces the total caloric intake. 

8. The mean heights and weights of both 
parents in each group are given in tabular 
form. A definite correlation is found 
between the weight of the father and the size 
of the baby. 

g. Figures are given for the weight of the 
placenta in 26 out of the 48 cases. The 
placenta was calcified in 3 out of the 28 
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subjects fed supplements of calcium. There 
was no calcification of the placenta in any of 
the 23 subjects who were not given calcium 
supplements. 

10. The mean foetal head measurements 
per group are given for 28 out of the 48 
cases. There is no significant difference 
between the measurements for the control 
and the supplemented groups. 

11. The above data provide additional 
negative evidence against the validity of 
claims in the literature that calcium and 
phosphorus deficiency during pregnancy 
results in prematurity and that the feeding 
of calcium and/or Calciferol supplements 
results in postmaturity, premature calci- 
fication and excessive size of foetal head 


with inadequate moulding, and increased 
density of foetal bones. 
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A Case of Partial Atresia of the Vagina 


BY 


G. Benton Tuomas, O.B.E., M.B., F.R.C.S., F.R.C.O.G. 


SINCE it is rare for the lower 3 to 33 inches 
of the vagina to be lacking while the upper 
part and the uterus, Fallopian tubes, and 
ovaries are well developed, this case and its 
treatment are described for the possible 
help which they may afford to any who 
may encounter a similar condition. 

An unmarried Hindu girl, 17 years 
of age, had had no periods nor any discom- 
fort suggesting cryptomenorrhoea. When 
no vaginal orifice could be discovered both 
she and her relations were greatly dis- 
tressed. 

She was slightly built but well made, and 
the secondary sexual characteristics were 
well marked. Nothing abnormal was 
found on examination until the vulva was 
seen. The urethra was found to be rather 
patulous, but behind it was an expanse of 
vulval skin reaching as far as the perineum. 
No dimple was to be seen where normally 
the vagina should have opened, nor was 
there the purple bulge characteristic of the 
so-called ‘‘imperforate hymen.’’ Per 
rectum the examining finger could reach the 
lower part of a soft, boggy, spheroidal 
swelling, estimated to be about 2} to 3 
inches in diameter. It was thought to be 
most probably a haematometra or haema- 
tocolpos of the upper part of the vagina. 

On 21st November, 1947, under spinal 
analgesia (heavy Nupercaine) she was 
placed in the lithotomy position. The right 
index finger, wearing 2 gloves, was put in 
the rectum, and an assistant held a metal 


catheter in the urethra and bladder. A. 


transverse incision was then made where 
the vulval skin met the perineal. Despite 


a very limited experience of this dissection, 
I would suggest that it is wise to make one’s 
incision here rather than further forward. 
By moving about the catheter one may feel 
that the bladder comes back rather farther 
than one expected, and an incision in the 
vulva, it has seemed to me, might injure 
the bladder. As the incision was carried a 
little deeper, the knife was discarded and 
the left index finger (I am left-handed) was 
used to burrow between the rectum and 
the bladder. This was both bloodless and 
very easy, as had been my experience 
before when performing Baldwin’s opera- 
tion: neither rectum nor bladder seemed 
to be in any danger and the tissues between 
gave way smoothly. When my finger had 
gone as far as it could, the lower part of the 
spheroidal swelling could just be reached. 
The right finger was now withdrawn from 
the rectum and the outer glove removed. 
Both fingers were now used to enlarge the 
track just made between bladder and 
rectum. It was some 3 to 34 inches in 
length and not more than about 5 minutes 
were required to establish it. 

The abdomen was then opened and the 
Trendelenberg position adopted. The 
ovaries, Fallopian tubes, and uterus looked 
well developed and normal, but deep to 
the uterovesical pouch and in front of the 
pouch of Douglas could be felt the swelling, 
which was now obviously a haematocolpos 
of the upper vagina. The peritoneum of 
the uterovesical pouch was now incised, as 
in lower segment Caesarean section, and 
after the bladder had been pushed away 
from the cervix and the haematocolpos | 
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itself, the lowermost part of the latter could 
eventually be reached. A second assistant 
now pushed 2 fingers into the space pre- 
viously dissected from the perineum. I 
could feel them easily, but they were 
covered by a firm layer of fascia which I 
took to be that of levator ani. This was 
opened by cutting down on to her fingers, 
and the hole so made was enlarged laterally 
by snips of the scissors. 

The problem was then how to connect 
the haematocolpos with the vulva through 
the track just dissected? It occurred to me 
that the haematocolpos, when its contents 
were evacuated, would, if pulled upon from 
below, change its shape from the spherical 
to the cylindrical and thus elongate. I 
thought at first that the lowermost part 
should be incised, and this would have 
necessitated an extensive dissection both 
posteriorly and laterally in order to free it 
sufficiently to pull it upwards and forwards 
for the knife to enter at the appropriate 
place. Such a dissection would almost 
certainly have resulted in an encounter— 
and possibly an unpleasant one—with the 
uterine vessels and ureters. I therefore 
made a transverse incision as low down as 
possible along the antero-inferior aspect of 
the haematocolpos and enlarged it to about 
1; inches. This means that the posterior 
wall of the vagina would be longer than the 
anterior—the normal state of affairs. The 
chocolate fluid found in a haematocolpos 
escaped when the incision was made, and 
was mopped up. To the posterior-inferior 


lip of the incision just made were now. 


threaded 3 traction sutures of catgut; to the 
anterosuperior lip, 3 of linen thread. All 
were taken, each in turn as it was passed, 
by the second assistant between the jaws of 
a pair of artery forceps which she had 
passed along the track and were seen pre- 
senting through the hole in the levator 
fascia. The margins of this hole were now 

held by tissue forceps while the traction 


sutures were used to pull the vagina through 
and down towards the perineum. The 
assistant reported that the vagina seemed 
to be coming well down. After sewing the 
floor of the uterovesical pouch of perito- 
neum, the abdomen was closed. 

When the lithotomy position was re- 
sumed, the anterior and posterior lips of 
the vaginal incision were easily identified 
from the different sutures (linen thread and 
catgut respectively) attached to each, which 
had been used to pull the vagina down 
between the rectum and bladder. These 
two lips came snugly to the perineal incision 
and were attached thereunto by interrupted 
catgut sutures. This was effected the more 
easily because the incisions in the vagina 
and perineum were each about 1} inches. 

An examination per vaginam with 
2 fingers was now easy, and the anatomy 
felt normal. Inspection showed an unusu- 
ally long vestibule and a transverse slit for 
the vaginal orifice. A light pack was 
inserted in the vagina and allowed to 
remain for 48 hours in case any oozing 
occurred. Throughout the operation only 3 
vessels had been tied, all in the fat of the 
abdominal wall. 

From the surgical point of view there was 
a completely uneventful convalescence, 
but there was a temperature of 10o2°F. on 
several occasions, with a leucopaenia. No 
cause for this was discovered, but it 
settled down immediately when paludrine 
was given. 

On 12th December the patient was seen 
again for the first time after she had left 
the nursing home. One finger could be 
inserted into the vagina with ease, and 2 
fingers with slight difficulty, since there had 
been a little contraction of the fibrous ring 
by which the vagina had become attached 
to the perineum. A Sims’s speculum could 
be introduced easily and the cervix seen. 
Coitus should not be difficult and parturi- 
tion ought certainly to occur per viam 
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naturalem, if the new vagina may be so 
described. 

A normal and painless period lasting for 
4 days began on 29th December. 

It is. noteworthy that no history of 
periodic discomfort was given such as one 
would expect with cryptomenorrhoea. 
Had there been: such symptoms the girl 
would have reported earlier, when the 
haematocolpos would have been smaller. 
To perform the operation as described above 
might then have been difficult or impos- 


sible. Would it not be good strategy, there- 
fore, should such a case be met with, to 
wait deliberately, despite the monthly pain, 
for a small haematocolpos to become 
stretched into a larger one by successive 
menstruations? The danger of rupture, I 
imagine, would be remote, as a haemato- 
colpos is well known to be able to stretch 
enormously. I must admit, however, that 
the point is not one which had occurred to 
me before I operated, and I was no doubt 
lucky to find what vagina I did. 





Haemoglobin Values in Pregnant Women 
BY 


A. Sapovsky, M.D., W. Kocu, M.D., Ph.D., R. Toarr, M.D., AND 
D. Kaptan, M.Sc., Ph.D. 
Health Welfare Centres (Prenatal Care) of the Hadassah Medical 
Organization, Jerusalem (Palestine). Department of Hygiene, The 
Hebrew Umversity, Jerusalem (Palestine). 


THE amount of haemoglobin in the blood 
seems to be a useful gauge of the nutritional 
status. Unfortunately, much material 
accumulated in previous years has become 
obsolete for lack of proper standardization, 
since simple and reliable methods have only 
recently become available (King, Gilchrist 
and Delory, 1944; Nutrition Society, 1945; 
Macfarlane, 1945). 

Since the survey conducted by the 
Medical Research Council (1945) other 
recent papers have amplified our know- 
ledge (Young, King, Wood and Wootton, 
1946; Roscoe and Donaldson, 1946). 

The present survey was conducted with a 
view to obtain some insight into haemo- 
globin levels occurring in Palestine, and to 
determine whether significant differences 
exist among different groups of the popula- 
tion. The women examined fall into 2 main 
groups according to their origin. While the 
first group (Ashkenazim)* comprises Jews 
of central and eastern European extraction, 
the latter group (Semitic) is composed of 
the following: (1) Sephardic Jews, from 
countries bordering on the Mediterranean 
basin. (2) Yemenite Jews. (3) Kurdish 
Jews. (4) Less well defined smaller oriental 
communities. Ashkenazic girls, in general, 
marry later and have fewer children than 
do those in the Semitic group. (Table I.) 

In order to get some idea of the haemo- 
globin levels in young and physically fit 
women, living on a well-balanced diet, a 


group of student nurses of the H. Szold 
School of Nursing, Jerusalem, was investi- 
gated as well. All the students have their 
meals in their quarters. 

The material proper was sampled at 
random from visitors to the centres for 
prenatal care in Jerusalem between March 
and August 1946. Blood was taken from 
the fingertip (in duplicate) ; all pipettes used 
were calibrated by weighing mercury, and 
standardization was performed with 
haeminf{, using a photoelectric colorimeter. 


Thus our figures may be directly compared _ 


with those of Young, King, Wood and 
Wootton (1946). 

Our controls (student nurses) had a mean 
age of 20.28 (¢=1.99) years and a mean 
haemoglobin level of 13.96 (s=0.709) g. 
This latter figure compares favourably with 
similar data from Edinburgh (Roscoe and 
Donaldson, 1946) (13.7 g.) and from Aber- 
deen (Fullerton, Mair, and Unsworth, 
1944) (13.1 g.) respectively. All except 4 of 
our 61 student nurses are Ashkenazic. 

In order to facilitate comparison, we 
chose class intervals and groups like those 
of Young et al. (1946). Table I gives age and 
parity. 





* Ashkenazic is a term loosely used for Jews of 
eastern European extraction. 

+ Sephardic means Spanish. 

{The authors wish to express their sincerest 
thanks to Professor E. J. King for a sample of 
standardized haemin, 
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TABLE I. 
Number and Age of Women, and Number of Previous Births. 








Number of previous 








Ag a... Lee 
; Standard Standard 
Origin Number Mean deviation Mean deviation 
Ashkenazic ..._ ... 187 29.05 o 5-77 1.085 cP ae I.191 
DOMIGICG 8.5 oes ti 245 27.39 o 6.12 2.918 o 2.91 








Incidence of cases of anaemia. 

From the figures of the present survey 
(see Table II) it may be seen that gross 
anaemia did not occur among our patients. 
Cases having haemoglobin values lower 
than 70 per cent on the Haldane scale (i.e., 
less than 10.36 g.) are considered to be 
anaemic. Our anaemia incidence is slightly 
lower than that reported by Young et al. 
(1946). Compared with findings of the 
survey conducted by the Medical Research 
Council (1945) our incidence (p=0.03) is 
significantly lower in the first two trimesters 
[5.8 per cent (M.R.C. Survey), and 2.54 
per cent (ours), respectively]. In the last 
trimester the difference in percentage inci- 
dence is still higher [8.5 per cent (M.R.C. 
Survey), and 2.56 per cent (ours)] but, 
owing to the small number (78) of our cases 


in this group, the difference does not reach 


the level of significance (p=0.08). 


Correlation of Haemoglobin Level and 
Community. 

It will be noted that our oriental group in 
early pregnancy has the same haemoglobin 
value (12.36 g.) as Group ‘‘A’”’ of Young 
etal, (12.3) (p=0.62) while our Ashkenazic 
Group (12.56 g.) has distinctly higher 
haemoglobin values (p=0.03). Up to the 
6th month our Ashkenazic patients 
(12.56 g.) are significantly superior 
(p=0.03) when compared with the corre- 
sponding Semitics (12.36 g.). This may be 
due to the better economic condition of the 
Ashkenazics. Our pregnant women in the 
last trimester pooled (12.22 g.), had far 
better haemoglobin values than those re- 





ported by Young et al. (11.6), p being less 
than 0.000,0001. On the other hand, the dif- 
ference in this group between Ashkenazics 
(12.23 g.) and Semitics (12.21 g.) is no 
longer significant (p=0.88). No explana- 
tion can yet be given for this observation. 


Correlation of Haemoglobin Level, Length 
of Pregnancy, Parity, and Age. 

It has repeatedly been claimed that 
haemoglobin levels are lowered by previous 
births. This is rather difficult to prove, as 
a greater number of pregnancies is bound 
to occur with increasing age. Age seems to 
be the prevailing factor, at least in our 
Semitic group in the first two trimesters of 
pregnancy; for, when comparing primi- 
and secundiparae aged 18-25 years 
(12.51 g.) with a similar group aged 25-35 
years (11.93 g.), the difference is significant 
(p=0.045). 

But parity exerts some influence as well, 
and this is demonstrated mainly in our 
Semitic patients during their last trimester. 
Whereas there is no significant difference 
during the first 2 trimesters between primi- 
and secundiparae (12.38 g.) on the one 
hand and multiparae on the other (12.33 g., 
p=0.71), the difference becomes significant 
in the last trimester (I and II parae 12.59 g., 
multiparae 11.88 g., p=0.025). Table II 
shows that, taken as a group, Semitic 
women show only a slight decrease in 
haemoglobin during pregnancy (from 12.36 
to 12.21 g., p=0.77). Sub-grouping, 
however, reveals a significant fall in 
haemoglobin in Semitic multiparae. We 
have calculated partial coefficients of 
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TaBLe II. 
Haemoglobin Levels Classified According to the Stage of Pregnancy, and According to Community. 





Up to and including the sixth month 


_ Seventh month to term 

















Haemoglobin Ashkenazic Per Ashkenazic —- Per 
g/10o ml. Ashkenazic Semitic and Semitic cent Ashkenazic Semitic and Semitic cent 
7.9- 8.6 
8.7- 9.4 oO 2 2 0.565 
9.5-10.1 I 3 4 1.130 I o I 1.282 
10.2-10.9 2 II 13 3.675 oO 5 5 6.410 
II.0-11.7 27 44 71 20.050 9 5 14 17.950 
11.8-12.5 39 60 99 27.950 16 9 25 32.050 
12.6-13.2 39 49 88 24.850 II 8 19 24.350 
13.3-14.0 26 33 59 16.670 5 Io 12.820 
14.1-14.7 9 6 15 4.240 2 x 3 3.845 
14.8-15.6 oO 3 3 0.848 oO I I 1.282 
___15-7-16.4 eRe ak. Pe aE Nee eon en y 
Total 143 211 354 44 34 78 
Mean 12.56 12.36 12.44 12.23 12.21 12.22 
Standard deviation 0.842 0.956 0.918 0.8057 1.02 0.905 





correlation between age, parity, and 
haemoglobin but these have proved not to 
be significant. 


SUMMARY. 


1. Mean haemoglobin levels in pregnant 
women in Jerusalem are 12.44 (¢=0.918) 
g. up to the 6th month and 12.22 («= 0.905) 
g. in the last trimester of pregnancy. 

2. Pregnant women from Semitic com- 
munities in Palestine have lower haemo- 
globin levels than comparable groups of 
Ashkenazic women, mainly during the first 
and second trimesters. 

3. For one group of Semitics it was 
shown that increasing age, irrespective of 
parity, depresses the haemoglobin level. 

4. Student nurses in Jerusalem exhibit 
slightly higher haemoglobin levels [13.96 


(s=0.709) g.] than comparable groups in 
Edinburgh and Aberdeen. 
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Fibromyoma of the Fallopian Tube 
BY 
J. A. CHALMERS, M.D., F.R.C.S., M.R.C.O.G., 


Honorary Gynaecologist, Royal Northern Infirmary, Inverness. 


THE Fallopian tube is a rare site of tumour 
formation, and Dietrich (1922) has stated 
that amongst the rarest of all such neo- 
plasms is the fibromyoma. Various authors 
have commented on the disparity in the 
incidence of fibroids in the tube, and in the 
adjacent uterus, particularly in view of the 
common origin of the two organs from the 
Miillerian ducts stressed by Quenu and 
Longuet (1901) and by Kopf and Fukas 
(1938). These authors have been at a loss 
to explain this disparity although Clivio 
(1939) points out the relative quiescence of 
Fallopian tube as compared with the ex- 
treme cyclical changes undergone by the 
uterus both during menstruation and more 
particulary, of course, in pregnancy, and 
suggests that this probably explains the 
greater tendency in the latter organ to neo- 
plasia. 

Scharlieb, quoted by Kopf and Fukas 
(1938) estimates that the relative proportion 
of fibroids in the tube to fibroids in the 
uterus is I to 100, but Clivio (1939) denies 
this and points out that the universal litera- 
ture over a period of over 120 years contains 
46 cases only of tubal fibroid and that the 
proportion of these uterine fibromyomata is 
infinitesimal. . 

The first reported case appears to have 
been that of Baillie (1818) and cases have 
been reported at intervals ever since in 
various parts of the world. 

The macroscopic appearances vary very 
widely in the recorded cases, the size of the 
tumours varying from that of a grain of 
rice to that of a foetal head and the number 


varying from a single tumour to numerous 
small granulations. The tumour is more 
commonly single. The situation of the 
tumour may be in the wall of the tube, pro- 
jecting into the lumen of the tube, sub- 
serous, or pedunculated and Pilliet (1894), 
Lwoff quoted by Pozzi and Jayle (1907), 
and Taylor (1896) described concentric 
tumours surrounding the tube. Kopf and 
Fukas (1938) state that the tumour arises 
most commonly in the pars interstitialis 
and that a tumour arising from the ampulla 
is less common. In the recorded cases the 
tumour has usually been found on the left 
side. Cystic degeneration has been noted 
by Le Dentu (1890) and Auvray (1912), 
and purulent change by Thomas (1881). 
Calcification has been reported by Barette 
quoted by Poret (1898) and by Ballantyne, 
quoted by Allbutt, Playfair and Eden 
(1906). Clivio (1939) suspected sarcoma- 
tous change in one of his cases. Myxoma- 
tous degeneration has been observed by 
Kopf and Fukas (1938) and by Percival 
(1929).  Pastorini (1936) distinguished 
nodular, fascicular and plexiform types 
according to the histology, but this distinc- 
tion appears to serve no useful purpose. 
The histological appearances are similar to 
those found in uterine fibroids with varying 
proportions of fibrous and muscular tissue 
arranged in whorls. Rudolph (1898) has 
described a case in which fibrous tissue only 
was present, i.e., a pure fibroma. Pastorini 
(1936) and others have pointed out the 
frequent co-existence with uterine fibro- 
myomata. 
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Diagnosis. Diagnosis is extremely diffi- 
cult and Auvray (1912) states that it has 
never been made prior to operation. There 
is no symptom which is pathognomonic and 
it may be confused with a fibroid of the 
uterus or tumours of the ovary, broad liga- 
ment, bladder or greater omentum as well 
as with inflammatory disease of the tube. 
Pastorini (1936) points out that it is diffi- 
cult to decide the precise point of implan- 
tation of such a tumour, especially in the 
presence of uterine fibroids or other lesions 
of the adnexa, and he confirms Auvray’s 
opinion of a quarter of a century earlier 
that a preoperative diagnosis is never made. 

Symptomatology. Symptomatology is not 
characteristic. Generally speaking clinical 
examination reveals a swelling of the Fal- 
lopian tube which is hard, smooth, mobile, 
and painless and not affecting menstrua- 
tion. Quenu and Longuet (1901) describe 
metrorrhagia in their case but this is by no 
means a common symptom except in the 
presence of some lesion other than fibro- 
myoma of the tube. Secondary dysmenor- 
rhoea occurred in Pastorini’s case (1936) 
from the age of 21 years until operation 13 
years later, and he points out that, as in 
his case, dysmenorrhoea. may be caused by 
small fibroids obstructing the lumen of the 
tube. Dysmenorrhoea has also been des- 
cribed by Clivio with a larger tumour, the 
size of a mandarin orange, in the region of 
the rightcornu. This was probably not due 
to encroachment of the tubal lumen so 
much as to red degeneration which was 
recognized on section of the tumour after 
removal. Torsion occurred in the cases 
described by Cullen and Kelly (1900), 
Herde (1918), Barette, quoted by Poret 
(1898), Auvray (1912), Kopf and Fukas 
(1938). Conditions co-existing with fibro- 
myoma of the tube include uterine fibroids, 
as, for example, in one striking case des- 
cribed by Peraire (1903) where fibroids 
were present in the uterus, in both ovaries, 
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and in both tubes. A tubal pregnancy 
ruptured at the second month was found in 
association with a fibromyoma of the tube 
in Lecéne’s case (1909), and Semisch (1936) 
reported a similar case. In this latter case 
the tumour was possibly responsible for the 
ectopic situation of the pregnancy. In that 
described by Auvray (1912) there was a 
coincident malformation of the Fallopian 
tube, the tumour being attached to the 
tube near the cornu by a pedicle which was 
hollow and lined with an epithelium similar 
to that of the tube itself, and obviously a 
diverticulum of the tube. Auvray believed 
that this was of no aetiological significance 
in the case in question but purely coinci- 
dental. Percival (1929) described a case of 
tuberculous salpingitis in which the left 
tube contained in its ampullary part a 
moderately large fibroid, one part of which 
showed myxomatous degeneration. In this 
case the symptoms of malaise, loss of 
weight, night sweats, etc., were obviously 
due to the tuberculous process. In Auv- 
ray’s case there was a hydrosalpinx on the 
affected side as well as multiple uterine 
fibroids. 

Treatment. The treatment of the con- 
dition is essentially surgical. Pastorini 
(1936) points out that it is impossible to 
make a diagnosis and that, even if it were 
made, in view of the situation and the usual 
mobility of the tumour it is impossible to 
apply radiotherapy satisfactorily. He also 
stresses the importance of conservatism in 
treatment. If the tumour is pedunculated 
myomectomy is usually easy, but sessile 
tumours may demand salpingectomy and 
associated conditions may require more ex- 
tensive intervention. Laparotomy is indi- 
cated sometimes as an emergency opera- 
tion in cases where torsion of the pedicle has 
occurred, giving rise to the symptoms 
commonly associated with torsion of any 
abdominal tumour. 

The results of treatment in the reported 
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FIBROMYOMA OF THE FALLOPIAN TUBE 


cases have been uniformly successful, 
symptoms having been relieved and all the 
patients having recovered, although a num- 
ber of the earlier cases reported were only 
recognized at postmortem examination. 

Clivio, in 1939, was able to collect 46 
cases Of fibromyoma of the tube and 1 
further case has been reported by Munoz 
Ferrer and Ucelay Cambreleng (1945). 
Ihave been unable to obtain a copy of the 
last-named report, but it appears that this 
is the only record of the condition to have 
appeared during the war years. The case 
described below I believe to be the 48th 
recorded in the literature, and the infre- 
quency of the condition is such that this 
paper appears to be justified. 


CASE RECORD. 


Mrs. J. M., aged 45 years, was admitted to the 
Royal Northern Infirmary, Inverness, on 7th July, 
1947. She gave a history of one normal pregnancy 
25 years ago, following which she had been sterile. 
No cause for this had been discovered. Occasional 
frequency of micturition had troubled her for about 
a year past. Following sea-bathing on 1st July 
she suffered from pain in the lower abdomen and 
vomiting, followed by diarrhoea with persistent 
suprapubic pain. Her temperature was 99°F., 
pulse, 84, respiration 20. On examination of the 
abdomen there was some suprapubic tenderness 
and a solid tumour could be felt arising from the 
pelvis to a height of 3 finger-breadths above the 
symphysis pubis, firm, of limited mobility, and 
more or less central in position. It was slightly 
tender and appeared to be a uterine fibroid. The 
condition was diagnosed as torsion of a peduncu- 
lated uterine fibroid and immediate laparotomy was 
undertaken. Under general anaesthesia with pen- 
tothal, cyclopropane and tubarine a midline sub- 
umbilical incision was made and revealed that the 
mass in the abdomen consisted of oedematous 
omentum wrapped around a tumour arising from 
the left uterine appendage. The omentum was 
Separated without difficulty and the tumour 
identified as a pedunculated fibroid arising from 
the middle third of the tube which had undergone 
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torsion through 1% complete turns in a clockwise 
direction. 

The torsion was undone and the tumour, together 
with the corresponding tube, was removed. The 
leit ovary was healthy and there was no evidence 
of any other disease in the pelvis. There were no 
uterine fibroids. The patient made an uninter- 
rupted recovery and was discharged from hospital 
on 19th July. When she reported on 8th Septem- 
ber she was completely symptom-free and her 
general and local condition were satisfactory. 


The pathological report (Dr. H. J. Kirk- 
patrick) was as follows: 


Macroscopically, the tumour measures 4 x 3 x2 
ins. (10x 7.5x5cm.), The cut surface shows solid 
haemorrhagic areas with small cysts, and about 
two-thirds of the growth is solid, whitish and 
rather homogenous in appearance. 

Tissue from the solid white area. Sections show 
benign fibromyomatous tissue. There are some 
areas of oedema with separation of the structures 
of the tumour tissue. Mitoses are scanty and the 
structure is regular and without variability in the 
size of the cells which are of benign type. 

Tissue from the solid haemorrhagic area. Sections 
show benign fibromyomatous tissue. Vessels are 
engorged and there is haemorrhage with dis- 
organization of the tumour tissue. There are 
areas in which the tumour is undergoing necrosis. 

Tissue taken from the wall of a cyst. The wall 
is formed by degenerate fibroid tissue and the cyst 
contains fibrinous fluid. Vessels are engorged, there 
are areas of haemorrhage, and areas of polymorpho- 
nuclear infiltration. 


DISCUSSION. 

This case illustrates the impossibility of 
diagnosis of tubal fibromyoma, which has 
been pointed out by so many authors. 
The symptoms of abdominal pain, associ- 
ated with a swelling and following unusual 
physical exertion, were sufficiently charac- 
teristic of torsion of a tumour to lead to a 
diagnosis of twisted uterine fibromyoma 
but there was nothing whatever to indicate 
the exact point of origin of the tumour. This 
patient previously showed an unusual 
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symptom, namely frequency of micturition, 
doubtless due to the pressure of this con- 
siderable tumour on the upper surface of 
the bladder. In this instance the removal 
of the Fallopian tube, as well as of the 
tumour, was not strictly necessary, but ina 
woman of this age it appeared that further 
pregnancy was not likely and that conser- 
vation of the tube was therefore of little 
importance. 


SUMMARY. 

(1) The literature dealing with fibro- 
myoma of the Fallopian tube is discussed 
and a personal case described. 

(2) Symptomatology is not characteris- 
tic and accurate diagnosis impossible. 

(3) Treatment is by laparotomy, and 
removal of the tumour as conservatively as 
possible. 

(4) Prognosis is good. 
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Investigations into the Determination of Pregnanediol 


according to the 


Guterman Method 


BY 


STIG KULLANDER. 
From the Department of Gynaecology and Obstetrics at the University 


of Lund 


PREGNANEDIOL (PD) was first isolated by 
Marrian (1929) from the urine of pregnant 
women. It is excreted combined with 
glucuronic acid and this combination, 
which presumably takes place in the liver, 
makes possible its elimination in the urine. 
PD itself is insoluble in water, whereas the 
glucuronic acid complex of PD is soluble 
in water. The sodium salt present in 
urine, sodium pregnanediol glucuronidate 
(NaPG), was first synthesized by Hueb- 
ner, Overman and Link (1944). 

PD is considered to be an excretory 
product of progesterone. Butenandt and 
Schmidt (1934) were able, by means of 
chemical processes alone, to convert the 
biologically inactive compound PD into 
progesterone. The excretion of NaPG in 
the urine is increased in pregnancy. 

Determination. The original method of 
determining NaPG in the urine was pub- 
lished by Elizabeth Venning (1937). It is 
extracted from the urine with butyl] alcohol. 
After a series of purifications and precipita- 
tions, it can then be determined gravi- 
metrically. The method is detailed and 
extremely tedious. Special difficulties are 
encountered if the urine contains blood or 
if the quantities of NaPG excreted are 
small, in which case impurities present in 
the final precipitate exert a marked in- 
fluence. From an admixture of a known 
quantity of NaPG and urine, a content of 
less than 5 mg. per litre is not, as a rule, 


, Sweden. 


recoverable. If 20 to 25 mg. are added, 
not more than 70 to 75 per cent may be 
recovered. Some investigators who have 
employed the Venning procedure express 
the quantity excreted in milligrams per 
day; others convert the values to free PD, 
a step which involves multiplying the 
weights of the precipitates obtained by 
320/536 = 0.597 (the molecular weight of 
PD is 320, and that of NaPG plus one 
molecule of the water of crystallization is 
5360). Hamblen, Cuyler and Baptist (1942), 
who have wide experience of the method, 
state that a result cannot be obtained before 
4 days. 

The disadvantages inherent in the fre- 
quently amorphous precipitate obtained 
by the Venning method have led to attempts 
to determine the glucuronic acid content, 
either by measuring the reduction-capacity 
of the precipitate before and after hydro- 
lysis, or by direct treatment with Tollen’s 
reagent, which produces a colour identi- 
fiable by colorimetry with glucuronic 
acid. 

Astwood and Jones (1941) have des- 
cribed a method of determination based 
upon an acid-hydrolysis of the urine in the 
presence of toluene. When boiled together 
with an acid, NaPG decomposes, forming 
free PD, insoluble in water but solublé in 
toluene. When the impurities have been 
precipitated, PD is recrystallized in dilute 
alcohol and weighed. This method gives 
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a maximal yield of 80 per cent of a known 
added quantity of NaPG and somewhat 
uncertain values where the content of PD 
per litre of urine does not exceed I to 3 
mg. Approximately 20 per cent of the PD 
is lost during the acid-hydrolysis. 

In 1944, Guterman described a rapid 
method for determining PD in urine, which 
would be of special value as a test for 
pregnancy. It is based on the toluene 
extraction of the acid-hydrolized NaPG in 
the urine, followed by the precipitation of 
the PD, whereupon the precipitate gives a 
colour reaction with concentrated sulphuric 
acid—orange to a deep orange-brown being 
positive, while a colourless or light yellow 
solution is negative. 

It is maintained upon the following 
grounds that the resultant colour is specific 
for PD: 

1. The absorption-curve shows a 
maximum at 430 millimicrons, identical 
with that produced if PD and NaPG are 
added to male urine which is subjected 
to the same procedure. The addition 
of oestriol, oestradiol, cholesterol or 
androsterone does not give a colour- 
complex with this absorption-frequency. 

2. The precipitate which gives the 
colour-reaction has a_ melting-point 
identical with that of pure PD and does 
not reduce the melting-point of pure PD. 
According to Guterman (1944), the test 

_ takes 3 hours and 4 to 6 specimens may be 
tested simultaneously. A positive colour- 
reaction indicates that 1 or more milligrams 
of PD are present in every 100 ml. of urine 
used and this in the presence of amenor- 
rhoea is said to indicate a normal preg- 
nancy. 

In a later report Guterman (1946b) 
states that the minimum for the positive 
colour-reaction must show a deep yellow 
which corresponds approximately to 0.4 
mg. PD for every 100 ml. of urine, and an 
excretion of 6 to 10 mg. of PD in 24 hours. 


Morrow and Benua (1946) read off the 
colour of the Guterman test in the colori- 
meter. They use a filter which transmits 
between 500 and 570 millimicrons, but have 
been unable to obtain reproducible colori- 
meter values in their attempts to add pure 
PD to specimens of male urine. At 500 
millimicrons, however, a solution of PD in 
concentrated sulphuric acid shows scarcely 
any colour-absorption. The maximum 
colour-absorption occurs at 420 to 430 mill’ 
microns (Guterman, 1946a). Reinhart and 
Barnes (1946) estimate the colour-inten- 
sity by comparisons with a solution of 
potassium chromate, 

The subjective nature of the colour esti- 
mation in the Guterman method, which 
involves certain disadvantages, should be 
supplemented by colorimetric reading 
within an appropriate range of wave- 
length. The rate at which urine is secreted 
during the night varies considerably and 
must be taken into account. With a large 
quantity of urine, only a small proportion 
of the day’s quantity of PD is determined 
in 100 ml. of morning urine. 

If the excretion of PD is relatively high, 
even a somewhat substantial decrease in 
the excretion will still yield a positive 
reaction with the Guterman test, The 
attempts which have been made to show 
that a fall in the excretion of PD prog- 
nosticates miscarriage are bound to be 
doubtful as long as the method is merely 
qualitative. 

In the Department of Gynaecology and 
Obstetrics at Lund, where the Guterman 
method for the determination of PD has 
been tested, a colorimetric evaluation of 
colour and an allowance made for the 
quantity of urine have rendered the method 
quantitative, so that the measurement of 
the daily excretion of PD may be made 
simultaneously with the judging of the test 
as positive or negative. The method has 
been tried in a total of 430 determinations 
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in 338 cases. All urine passed from 8 p.m. 
to 8 a.m. was collected and from this 
measured quantity, 100 ml. were used in 
analysis according to the Guterman tech- 
nique. . 

Work on the determination of PD was 
generally begun straight away in the morn- 
ing when the possible decomposition of 
NaPG by urinary bacteria could hardly 
have taken place (Wooster, 1942). Any 
precipitate present in the urine was 
spun away before the specimen was 
analyzed. The troublesome “‘ three-fold 
stratification ’’’ which often occurs at the 
toluene-washing (stage A5 of the method) 
if the urine is albuminous or contains blood 
can be removed by _ suction-filtration 


through a glass filter which is afterwards © 


washed with toluene. 

The subjective estimation of colour was 
supplemented by a colorimetric procedure, 
using a Pulfrich photometer with filter $43 
and cuvettes with 0.5 cm. depth of sul- 
phuric acid. The colour absorption of $43 
occurs at 430 millimicrons and gives the 
greatest extinction, E, for the colour of PD 
with sulphuric acid. The average of 6 colori- 


‘metric readings was used. The specimens, 


which were estimated subjectively as clearly 
negative and clearly positive respectively, 
in 269 cases with filter S43 gave E’ <0.325 
and >0.360 respectively. In the middle 
lies a transition region where the specimen, 
with regard to. its colour-intensity, is not 
conclusive in either a “‘ positive’’ or a 
“negative’’ direction. A number of 
specimens, judged subjectively as doubt- 
ful, were grouped beyond these extinction 
boundaries. Some results which fell 
between E’ <o.325 and >0.360 were 
assigned to an ‘‘uncertain’’ group and 
denoted possibly G-negative. 

Colorimetry was carried out as quickly 
as possible after the reaction between PD 
and sulphuric acid had taken place. If left 
for some hours the specimen is often seen 
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to be darker in colour and more fluorescent, 
even if it has been stored in a dark place. 

Because of the scarcity of pure PD, 
the calculation was with relative values, 
E xu x2x 100 ( 

100 

quantity of night urine, multiplied by 100 
to avoid the decimal point).* 





in units per day u = the 


Relative concentration in H.SO, 








i LJ Tt 
0.5 1.0 1.5 E 
Fic. 1. Dilution of a solution of intense colour 
with concentrated sulphuric acid, relative concen- 
trations 1, 2, 3, 4, 5, 6, 7, 8. 


Beer’s Law, which states that a direct 
proportion exists between the values of 
concentration and extinction, is valid for 
the colorimetric procedure described. 

In order to assess the reliability, parallel 
determinations with complete series of 
analyses were carried out on two different 
specimens of urine. The following values 
were obtained, expressed in units per day : 

Urine 1. 13, 8, 16, 13, 7. Total result 





* This method was described by the author at the 
South Swedish Gynaecological Conference on 31st 
August, 1946. It has also been employed by 
Genell and Jensen (1947). 
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negative according to Guterman. Maximal 
divergence from the mean +4.4. Relative 
error 40 per cent. 

Urine 2. 139, 150, 139, 143, 153. Total 
result negative according to Guterman. 
Maximal divergence from the mean +8. 
Relative error 5 per cent. 

Although the method, as was anticipated, 
was most unreliable with small excretions, 
it shows relatively slight errors with excre- 
tions round about 150 units per day. Never- 
theless, there is an appreciable factor 
of uncertainty. By experiments in dilution 
it is shown that with diminished PD-con- 
centration one sometimes incurs losses in 
the quantities recovered which exceed the 
divergences given above to a considerable 
extent (Genell and Jensen, 1947). In 4 out 
of 10 experiments conducted personally, 
these have been confirmed. That the re- 
covery percentage of NaPG decreases with 
diminished concentration was also dis- 
covered by Venning (1937) and, for this 
reason, it is a source of error even with 
gravimetric, quantitative methods of deter- 
mining PD. 

If specimens of urine that are received 
continuously throughout the day by means 
of a self-retaining catheter are analyzed, 
Guterman negative results may suddenly 
appear in the case of an otherwise positive 
pregnancy, and the excretion measured in 
units per day may fall considerably. In 2 
out of 3 cases examined, such variations 
were established. An example from a 





TABLE I. 
Quantity Guterman 
Time of urine test PD excretion 





(ml. per hour) (units per day) 


3- 6 p.m. 47 positive 1198 
6-I0 p.m. 44 positive 628 
Io- I a.m. 58 positive 762 
I-4a.m, .4I negative 245 
4- 7 a.m. 57 positive 967 
7-10 a.m. 85 negative 304 
10-12.30p.m. 56 negative 305 
12.30-2.30 p.m. 83 negative 200 





patient in the oth month of pregnancy is 
shown in Table I. 

Several investigators emphasize the 
considerable variations in the excretion of 
PD in the same woman as well as those 
found in different women in different 
physiological and pathological conditions 
(Buxton, 1940; Miiller, 1940). 


CLINICAL USE. 

The excretion of PD under physiological 
and pathological conditions has been 
studied on the assumption that a quantita- 
tive measure of this excretory product 
would correspond with the output of pro- 
gesterone in the corpus luteum. This 
assumption, however, presupposes amongst 
other things that PD is formed only 
when progesterone decomposes. This is 
definitely not the case. PD may also be 
formed even when other closely-related 
steroids split up. 

With tumours of the suprarenal capsule 
an abundant excretion of PD has some- 
times been observed (Finkler, 1941; 
Talbot, Butler, and Berman, 1942). Some- 
times PD is found present in the urine both 


of men and of castrated women (Hirsch- ’ 


mann, 1940), when it is assumed to be pro- 
duced from desoxycorticosterone (Cuyler, 
Ashley and Hamblen, 1940; Engel, Thorn 
and Lewis, 1941). For, if suprarenal hor- 
mone is injected subcutaneously into a 
rabbit, 7 to 20 per cent of it may be re- 
covered in the urine as PD. Scarcely more 
may be recovered if pure, crystalline pro- 
gesterone is injected into women during the 
folliculin phase. Indeed, according to some 
research workers, hardly any PD is re- 
covered from the urine of women even 
though large quantities of progesterone 
have been injected (Hamblen, Ashley and 
Baptist, 1939). The supplying of proges- 
terone to pregnant women tends rather to 
reduce the previously existing excretion of 
PD even if this is low (Hamblen, 1941). 
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Simonnet and Béclére (1943) have drawn 
inferences regarding the function of the 
corpus luteum from the excretion of PD 
which occurs during the menstrual cycle. 
They consider an excretion of PD of less 
than I mg. per day from the 7th to the 5th 
day before the menstrual period as evi- 
dence of ovarian deficiency and a quantity 
of 3 to 8 mg. as excessive functioning of the 
ovaries. With such small quantities, how- 
ever, the methods of estimation are uncer- 
tain. Furthermore, it is shown that PD 
need not be excreted at all, despite the fact 
that the endometrium is converted to the 
normal secretory phase (Hamblen, e¢ al., 
1942). Oni the other hand, the presence of 
PD in the urine does not signify that the 
endometrium is transformed into the secre- 
tory phase (Hamblen, Ashley, and Baptist, 
1939). During the luteal phase in the 
menstrual cycle, quantities of PD averag- 
ing 2 to 8 mg. per day were excreted, 
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according to experiments carried out with 
the Venning procedure (1937). The varia- 
tions noted in one woman alone, as well as 
those between different women, are con- 
siderable. On certain days there may be 
a complete absence of PD secretion (Bux- 
ton, 1940). Usually, the excretion ter- 
minates I to 3 days before the period and 
frequently does not begin until the 9th day 
before the expected date of menstruation 
(Stover and Pratt, 1939). 

In our laboratory we collected 46 speci- 
mens of urine from 5 healthy women 
between the ages of 20 and 27 years, all 
with recorded normal menstrual periods 
with intervals of roughly 28 days, about 
every 3rd day during approximately one 
cycle. The specimens were analyzed by 
the original Guterman method with the 
quantitative modification given above. 

As is shown by the diagrammatic repre- 
sentation, the variations in the excretions 
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are very considerable. With a PD-concen- 
tration in the neighbourhood of 250 units 
per day, the result became “‘ positive ’’. 
This, according to Guterman, occurs when 
the daily excretion is approximately 6-10 
mg. of PD. Therefore 250 units equal 
approximately 6-10 mg. of PD. Altogether 
4 specimens out of the 46 were positive. 

The highest observed values of PD, apart 
from those of the 5th to the 2nd day before 
menstruation, were relatively early in the 
menstrual cycle, about the 15th day, which 
might suggest a marked activity of proges- 
terone just when the corpus luteum is 
beginning to function. The excretion 
exhibits a certain similarity to that of 
oestrin, which has its highest peak in the 
middle of the cycle and a lesser one 
immediately before the menstrual period 
(Genell, 1943). During the menstrual 
period itself, the excretion is consistently 
low. 

In one of the women examined the 
excretion of PD was relatively low during 
the whole time and rose on only one occa- 
sion to 105 units per day. The highest 
value observed was 550 units per day. 

From 46 patients who had been hos- 
pitalized for dysmenorrhoea, sterility and 
primary and secondary amenorrhoea, 
specimens of endometrium were taken a 
day or two after the determination of PD. 


with an apparently normal secretory phase; 
a relatively high value suggests in a some- 
what uncertain manner that the endo- 
metrium is subject to luteal influence. 

The highest observed excretion in the 
secretory phase, 420 units per day, had a 
histological picture of an early ‘secretory 
endometrium. This specimen was Guter- 
man positive (E=0.576). Aspecimen from 
the same group of about the same amount 
quantitatively, 418 units per day, was, on 
the other hand, Guterman negative 
(E=0.199). The Guterman test deter- 
mines the concentration of urine instead of 
the daily excretion of PD. 

One must be very cautious in drawing 
conclusions regarding the function of the 
corpus luteum with the guidance of the PD- 
excretion. Specimens ought to be taken 
rather frequently, as abrupt changes in the 
excretion occur. One day there may be no 
excretion at all, another day high values 
may be obtained. One should, however, 
be able to state that the absence of PD, or 
a very small excretion, <50 units per day, 
in several tests indicates that the activity 
of the corpus luteum is slight. 

After the climacteric, the excretion, as is 
to be expected, is low. In 13 cases ex- 
amined, the excretion varied between 
I and ror units per day. On the average, 20 
units per day were excreted. 








Tase IT. eho St a lage 
Stage in 
Number of cases menstrual cycle Excretion of PD 
18 Proliferative phase o-182, averaging 25 units per day 
18 Secretory phase 2-420, averaging 99 units per day 
10 Resting phase 2-243, averaging 39 units per day 





The connexion between the excretion of 
PD and the stage in the cycle is shown in 
Table II. 

The variations are, as shown, consider- 
able. The highest excretion of PD is, how- 
ever, observed in conjunction with the 
secretory phase. A low value can be found 


It was proposed by Wilson, Randall and 
Osterberg (1939) to utilize the increase in 
the excretion of PD as a chemical test for 
pregnancy. The excretion of PD during 
a normal pregnancy is plateau-like for the 
first months, rather low, at about 5 to 10 
mg. per day, but rising up to the 7th month 
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when a maximum of about 80 mg. in 24 
hours is reached. The excretion then re- 
mains high until a few days before parturi- 
tion, when a considerable decline (Bach- 
man, Leekly and Hirschmann, 1940; 
Browne, Henry and Venning, 1937; 
Portes, Simonnet and Robey, 1941) is 
said to occur, but which is absent in several 
cases (Bachman, 1941; Stover and Pratt, 
1939). Even during pregnancy there 
are large variations in the excretion of 
PD (Cope, 1940). Thus the maximum 
from the 8th to the 9th month may swing 
between 30 to 120 mg. per day. On the 
5th day after childbirth, the excretion of PD 
has frequently fallen to quite insignificant 
values (Bachman, et al., 1940). 

The relatively low concentration of PD 
during the first months of pregnancy is 
related to the production of progesterone in 
the corpus luteum of pregnancy. After- 
wards, the placenta is considered to account 
for the increased production of progester- 
one, with rising values of PD, while the 
corpus luteum is gradually degenerating 
(Gillman and Stein, 1941). 

Hence, when at the beginning of preg- 
nancy the excretion is stated to lie only 
slightly above the level reached during the 
luteal phase in the menstrual cycle, an early 
diagnosis of pregnancy must necessarily be 
difficult. 

Guterman (1944) reports, however, that 
with his qualitative method alone, he is 
able to diagnose pregnancy with a high 
degree of certainty. In a collective survey 
in 1946 he found a positive verdict in 116 
cases out of 124 normal pregnancies, some- 
times as early as 5 days after the first men- 
strual period had been missed. A negative 
verdict was given in 106 cases among II5 
non-pregnant patients with amenorrhoea. 
McCormack (1946) found a decided agree- 
ment between the original Guterman 
method and Friedman’s pregnancy-reac- 
tion. Morrow and Benua (1946), who use 
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one of the modifications criticized by 
Guterman, reject the method as a test of 
pregnancy. They examined, however, 
only about 50 cases. Their most important 
observation was that normal non-pregnant 
women sometimes gave a positive reaction 
during the luteal phase of the menstrual 
cycle. In view of the fact that the excre- 
tion of PD during the luteal phase some- 
times reaches quite high values, it is natural 
that the test then may be positive. It is also 
significant that Guterman insists on amen- 
orrhoea, as well as a positive reaction, to 
give a diagnosis of pregnancy. 

Reinhart and Barnes (1946) found an 
error of about 25 per cent with the Guter- 
man method. Noreby (1947) states that in 
some cases of salpingo-odphoritis follow- 
ing septic abortion, there may be a high 
excretion of PD. 

With 81 healthy, pregnant women, 89 
Guterman tests produced the results shown 
in Table III during the different months of 
pregnancy compared with the quantitative 
determination of the excretion of PD. 

The excretion of PD during the first 
months of pregnancy is often insufficiently 
high to give a positive result. Even if the 
limit for the quantitative excretion is set as 
low as that of 50 units per day, several 
specimens in the earliest months fail to 
reach this level, which, on the other hand, 
is often met with in the case of non-preg- 
nant patients with amenorrhoea. Even the 
quantitative measurement of the excretion 
of PD cannot be used as a method in the 
early diagnosis of pregnancy. 

Not until the later months of the preg- 
nancy, when the excretion increases, is the 
Guterman test more constantly positive. 
The negative reactions reported during the 
last month of pregnancy may sometimes 
possibly refer to the fall already alluded to 
in the excretion of PD before parturition 
occurs. 

The average for the excretion of PD rises 
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TaBLe III. 
ee eet Excretion of PD 
Amenorrhoea Number of Reaction with Guterman test <50 units >50 units 
in months specimens negative positive per day per day 
Te a. . Sa o oe 
3 5 4 I 2 3 
4 Il II re) 8 3 
5 3 2 I Oo 3 
6 2 I I I I 
7 8 3 5 oO 8 
8 7 rr 6 I 6 
9 10 oO 10 oO 10 
10 40 9 31 2 38 
Total 89 34 55 15 74 tl 
ies ie ‘sci Saiaageensctaebnnntaiiibaedetepianins jiiiecncoatiatetasitaiee b 
right up to the beginning of the roth month is positive only sporadically during the : 
of pregnancy, only to decline towards the week following childbirth (42 specimens in f 
last week before parturition. In the 4th 41 cases). (Table V.) ; 
month and the gth month, the excretion The highest excretion observed, 975 ’ 
apparently undergoes a temporary diminu- units per day, was found on the 2nd day 
tion. (Table IV.) following childbirth. 
The highest excretion of PD observed, One hundred and seventy-eight speci- : 


6,920 units per day, occurred in a case in 
the roth month of pregnancy. It is seen 
that very great individual variations in 
excretion are found with these pregnancies 
too. If the excretion of one person is 
followed up after an interval of a day or 
two, large variations may be found. 
Immediately after the confinement the 
excretion of PD falls and the Guterman test 


mens from 153 cases examined, suffering 
from various gynaecological complaints 
(amongst them a majority with secondary 
amenorrhoea) yielded 4 positive reactions 
to the Guterman test. 

With certain tumours, for example, can- 
cer of the suprarenal capsule, the excretion 
of PD sometimes shows high values. This, 
however, can be of value in the diagnosis of 


TABLE IV. 





Number of 





Amenorrhoea in months specimens Excretion of PD 
2 3 6-63, average 43 units per day 
3 5 7-528, on SE ie we 
4 II 0-527, es VO mid ee Ups 
5 3 62-1105, ” 412 ” ” ” 
6 2 28-879, ” 454.) oo 
7 8 85-1616, ‘7 BEOe 35) va eae 
8 a 30-1760, 5% Cee ome 
9 Io 192-1609, ” 639 ” ” ” 
10, 4-2 weeks before parturition 4 174-6920, 3 1735 3 ne ‘s 
2-1 weeks before parturition 10 42-3722, fie ORS ae aR 
6-4 days before parturition 8 53-2025, ‘i (ae 
3-2 days before parturition 9 21-2470, oe BORG me i tg 
1 day before parturition 6 235-2452, ‘ OO a ee 
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TABLE V. 
Guterman Excretion of PD 

Days after Number of reaction in units per day 
parturition specimens positive negative (average) 

I 4 o & } 

2 8 2 6 | 166 

3 5 o | 

4 9 I wl ” 

5 7 o rt 8 

6 7 3 4 J 

7 2 o 2 33 





these tumours, where clinically it ought to 
be fairly simple to exclude pregnancy. A 
positive Guterman reaction is certainly not 
to be identified with pregnancy without 
further data, any more than a positive 
reaction to the Friedman test. Both must 
be related to the clinical findings. The first 
indicates an increase in the excretion of 
PD, the second an increased excretion of 
prolan. 

The positive proof of pregnancy with 
the Guterman test is apparently a great deal 
more certain than the negative exclusion of 
pregnancy. A positive Guterman reaction 
plus amenorrhoea indicates a strong prob- 
ability of pregnancy. A negative Guter- 
man reaction plus amenorrhoea does not, 
on the other hand, exclude pregnancy. 

In patients with pre-eclamptic toxaemia 
there is sometimes found a diminished 
excretion of PD even to the extent of its 
complete absence from the urine (Browne, 
Henry and Venning, 1938; Weil, 1938). 
There has been a desire to explain this as a 
deficiency in the conversion of progester- 
one, or as due to a defective functioning of 
the kidneys, which would prevent the 
normal excretion of PD. It is difficult to 
extract PD from urine containing albumin, 
and that might involve a source of error. 

Sixteen specimens, from 13 cases of preg- 
nancy with symptoms of pre-eclamptic 
toxaemia, exhibited somewhat lower values 
than those of normal pregnancies. No 


distinct relation between the seriousness of 
the symptoms and the result of the reaction 
was found. (Table VI.) 

The excretion of PD should be low in 
cases of threatened miscarriage which 
later become inevitable. Opinions differ, 
however, with various writers on the 
subject. Negative or low values do 
not necessarily mean that miscarriage 
is unavoidable (Hamblen, 1941). Ac- 
cording to Ostergaard (1940), miscar- 
riage can occur without there being any 
decrease in the excretion of PD beforehand. 
In 12 cases Hamblen, Cuyler and Baptist 
(1942) found a certain relation between the 
excretion of PD and the risk of miscar- 
riage. All those cases where the excretion 
of PD was low initially, and continued to be 
so, miscarried in spite of intensive proges- 
terone therapy which was quite incapable 
of inducing a higher excretion of PD. No 
patient who excreted normal quantities 
of PD miscarried. Contrary to this, Hain 
(1942) in an extensive series of investiga- 
tions, found that many patients miscar- 
ried despite a normal excretion of PD, and 
that quite a number of pregnancies con- 
tinued normally despite the fact that the 
excretion of PD was extremely low and 
periodically ceased altogether. With his 
qualitative test Guterman (1946b) stated 
that in 73 cases of threatened miscarriage, 
the prognosis had been as high as 93 per 
cent correct, 
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TaBLeE VI. 

Guterman Average 

Amenorrhoea Number of reaction excretion of PD 

in months specimens negative positive in units per day 
3 3 2 1 190 
4 I I oO 124 

5 ) - : 
6 J I oO 126 
r 2 : oO 4! 
8 I 1 oO 328 
9 4 2 2 490 
10, 4-2 weeks before parturition 2 1 I 235 
2-1 weeks before parturition I oO 1 732 
I 


6-4 days before parturition 


Just as the Guterman reaction is ex- 
tremely unreliable in cases of normal preg- 
nancy, especially during the early months, 
its application in assessing the prognosis 
in threatened miscarriage must be uncer- 
tain, too, and it has been possible to verify 
this. In 11 threatened miscarriages in the 
2nd to 7th months, where the pregnancy 
continued undisturbed, 4 were positive and 
7 negative. Among 6 cases in the 2nd to 
4th months, where miscarriage took place, 
3 specimens were positive and 3 negative. 
When the quantitative values of excretion 
vary so considerably in normal pregnan- 
cies, the incidence of a low value gives no 
indication regarding the prognosis of a 
pregnancy. 

On the days following a spontaneous mis- 
carriage, the excretion of PD is very incon- 
siderable. Seven cases examined showed 
an excretion which rose at a maximum to 
65 units per day. 

Where therapeutic abortion was per- 
formed in the 2nd to 4th months of preg- 
nancy (10 specimens examined in 7 cases), 
a positive Guterman reaction could not be 
established after the operation. The PD 
content in the urine did not rise above 140 
units per day. (Table VII.) 

The additional administration of hor- 
mones or vitamins can influence the excre- 
tion of PD. Stilboestrol increases the 


I Oo oO 


excretion in pregnancy according to Smith 
and Hurwitz (1946). A 43-year-old woman 
who was pregnant for the third time was 
treated with stilboestrol, 5 mg. twice daily 
for the 4 days before parturition, and had 
a remarkably high excretion of PD—5,987 
units per day on the day before her con- 
finement. 


TABLE VII. 
Average 
Days Guterman excretion 
after Number of reaction of PD in 


abortion ‘specimens positive negative units per day 


o 3 


I 3 | 
2 I oO : 3 ” 
3 2 oO 2 | 
4 3 o 3; # 
5 oO ) 
6 I oO If 19 





The taking of Vitamin E during the 
menstrual cycle increases’ the quantity of 
PD and the period of time during which it 
isexcreted. The use of Vitamin E in preg- 
nancy does not, on the other hand, inevit- 
ably yield an increase in the excretion of 
PD (Bach and Winkler, 1941). 

In some cases of hydatidiform mole, 
Guterman (1946b) found that the test for 
PD gave a negative result where there had 
been at the same time a markedly positive 
biological reaction of pregnancy. He was 
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of the opinion that this finding might be of 
great help in the diagnosis of hydatidiform 
mole. In 2 cases of hydatidiform mole 
repeated gonadotrophic hormone and. PD 
determinations were carried out. In both, 
the Guterman reaction was consistently 
negative and the excretion of PD low 
(highest observed value 58 units per day), 
whereas the excretion of gonadotrophic 
hormone had been greatly intensified in the 
beginning and the biological pregnancy 
test positive. This agrees with Guterman’s 
earlier observations. It is possible that the 
test may be of some diagnostic value here. 
These findings are surprising, as most cases 
of hydatidiform mole are associated with 
lutein cysts in the ovaries, when one would 
expect a high excretion of PD. 

Two cases of lutein cyst, unassociated 
with hydatidiform mole, where the excre- 
tion of PD was determined a day or two 
before laparotomy, showed, however, low 
values—21 and 23 units per day respec- 
tively—which indicates a low progesterone 
excretion in this condition. 


SUMMARY. 

Guterman’s qualitative method of deter- 
Inining pregnanediol, intended in the first 
instance to serve aS a diagnosis of preg- 
nancy, has been modified so that it permits 
a quantitative colorimetric estimation of the 
excretion. It has been tried out in alto- 
gether 430 determinations in 338 cases. 

Both the original Guterman method and 
the quantitative measurement of the excre- 
tion of PD are uncertain as tests of preg- 
nancy. In roughly 38 per cent the reaction 
was negative (89 determinations of preg- 
nant cases). The quantities of pregnane- 
diol excreted during pregnancy are often 
so small that excretions of the same 
magnitude are often encountered in non- 
pregnant patients with amenorrhoea. 
“Positive ’’ reactions may be obtained 
during the menstrual cycle. 
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The positive proof of pregnancy is more 
reliable than the negative exclusion of preg- 
nancy. A positive reaction accompanied 
by amenorrhoea suggests pregnancy. 

In the prognosis of threatened miscar- 
riage the Guterman test is unreliable. In 17 
cases examined, a correct prognosis was 
obtained in only 7. 

Two cases of hydatidiform mole and 2 
of lutein cyst gave negative Guterman 
reactions and had low excretions of PD. 

By the quantitative modification of the 
Guterman method, large variations in indi- 
vidual excretion values were observed 
during the normal menstrual cycle as well 
as during pregnancy. Even variations in 
the same person are considerable. 

During the normal menstrual cycle, in 
addition to excretion being increased in the 
luteal phase, a peak appeared at about the 
middle of the cycle in some cases. 


I am indebted to the Erik, Nelly and 
Edvin Hakansson’s Fund for a grant. 
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Facts and Fantasy in the Study of Female Infertility* 
BY 
JoHN STALLWorTHY, M.A., F.R.C.S., M.R.C.O.G., 


Gynaecologist and Obstetrician, Radcliffe Infirmary, 
Oxford. ; 


I HAVE aimed at presenting a brief review 
of the subject in preference to dealing with 
one particular aspect of it. To do this I 
have restudied the first 1,000 cases investi- 
gated at the Fertility Clinic, founded in 
Oxtord in 1943. 

On reviewing this data I decided to take 
as the title of this lecture ‘‘ Facts and 
Fantasy in the Study of Female Infertility.”’ 
It should be noted at this stage that the 
1,000 cases to which I refer are unselected, 
excepting in so far as they are the first 
cases investigated at the Oxford Centre. 
They consist of 729 nulliparous women and 
271 who were complaining of an acquired 
sterility. They include patients whose 
pelves were perfectly healthy as well as 
those who were found to have retrover- 
sions, fibroids, ovarian cysts, sepsis, hypo- 
plasia, cervical infections, erosions and 
polypi. In short, they are an unselected 
cross-section of the type of patient attend- 
ing any fertility clinic. 

In the first place I would make a plea for 
a decreasing emphasis on sterility and an 
increasing one on fertility. This change 
in outlook is long overdue. We must 
remember that of every 100 couples who 
consult us because they desire children, 
few are sterile. Many will have varying 
degrees of sub-fertility, but the incidence of 
absolute sterility is relatively low. This 





*The Biennial Scholarship (Sterility) Lecture 
given at the College House of the Royal College of 
Obstetricians and Gynaecologists on 4th July, 
1947 (abridged). 


fact should be noted at the outset, that the 
incidence per cent of sterility among in- 
quiring couples will decrease as the present 
tendency increases for couples to seek 
advice early in married life. Bearing all 
this in mind, when a worker analyzes his 
results and finds that 35 per cent of the 
women who consulted him for sterility have 
conceived, he discovers a fact; but if he 
claims that this means that 35 per cent of 
the women he has treated for sterility have 
subsequently conceived he indulges in a 
fantasy, and the fantasy is a dangerous 
one. Itis dangerous because it is inaccurate 
and conceals from both the doctor and his 
patients the truth which is essential to pro- 
gress. 

In the past, writers on this subject have 
been somewhat apologetic for suggesting 
that the doctor should investigate so-called 
sterility after only one year of involuntary 
sterility (Meaker, 1934), or after 4 years as 
advocated by Matthews Duncan (1866). 
We encourage routine dental and medical 
examination as a means of keeping people 
fit, and this encouragement is likely to grow 
with the progressively broadening concept 
of the sphere of preventive and social 
medicine. It seems unreasonable, there- 
fore, not to encourage newly-married 
couples who are desirous of producing in- 
fants to seek advice and to seek it early 
if delay in conception is causing them 
anxiety. In fact the conventional attitude 
to this subject is so changing that on 
occasions to-day a couple will ask for 
an opinion on their fertility before mar- 
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riage. Many who seek help will, in the early 
stages at any rate, require only reassur- 
ance and advice, but this advice if given in 
time may save many a marriage from dis- 
aster. The fact remains that even to-day 
many men and women enter marriage 
with little understanding of its physical 
implications and responsibilities, and the 
case-records of those handling large num- 
bers of patients complaining of sterility 
reveal that this ignorance is not confined to 
any one class of patients. It is found 
among artisans, teachers, the clergy, and 
even in the medical profession itself. To 
refer to but one manifestation of this, 
Green-Armytage in a series of 397 private 
patients complaining of primary sterility 
found that the hymen was intact in 4 per 
cent. In 5 per cent of one series of 581 
private and hospital patients with primary 
sterility, seen by me, the marriage had 
never been consummated and many of 
these patients were unaware that anything 
was amiss with the physical side of their 
married life. These somewhat startling 
figures give ample proof of the need for 
better pre-marital guidance on sexual 
matters and the need for readily available 
advice when this is necessary during mar- 
riage. It would be difficult to assess the 
loss of potential citizens to the nation from 
this ignorance which from a social point 
of ‘view is culpable. To give advice on 
these matters is even more time-consuming 
and much less dramatic than performing 
plastic operations of varying degrees of 
ingenuity on already disorganized Fal- 
lopian tubes, but because of the great need 
for the one and the poor results from the 
other we should try and keep a sense of 
proportion and realize where there is the 
greater need. 

We should remember that unfortunately 
it is not every woman who desires to con- 
ceive who should be encouraged to do so. 
Active tuberculosis, severe heart disease, 
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chronic nephritis, severe hypertension, do 
not suppress the maternal instinct, and in 
such cases to assist conception with its 
grave dangers to the mother, dangers so 
grave that the pregnancy may later require 
termination, is to submit the distressed 
woman to a fate worse than that of Tanta- 
lus. This is an aspect of fertility-investiga- 
tion which has been overlooked too often 
by both the practitioner and the specialist. 
It follows, therefore, that«every patient 
should have her general health carefully 
assessed with due reference to her personal 
and family history, and particular refer- 
ence to those conditions which would give 
rise to major hazards during pregnancy, 
before efforts are made to help her to con- 
ceive. 

It is fantastic that to-day there are still 
all too many physicians who ignore the 
male in their study of fertility. Perhaps 
even more fantastic are the extremes to 
which others are prepared to go. On the 
results of one semen-investigation they are 
prepared to give a prognosis. They will 
foretell complete sterility, varying degrees 
of subfertility, the risks of repeated abor- 
tion, the probability of malformed infants, 
or the necessity for artificial insemination. 
The march of events frequently exposes 
their ill-informed prognosis as fantasy, but 
none the less, at the present time the im- 
portance of the male is still too often either 
ignored or over-emphasized. 

It is interesting at this stage to note that 
in our own series the incidence of defective 
male secretion and defective ovulation in 
the female are 35 per cent and 28 per cent 
respectively. In both cases we know that 
the defect is fortunately frequently merely 
a passing phase and that in the female pro- 
longed suppression of ovulation is not a 
common cause of sterility. Perhaps some 
future lecturer will tell us the results of a 
more detailed study of these facts and show 
that there are responsible factors which 
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may be correlated in the male and female. 
Time does not permit of more reference to 
this aspect to-day. 

The first great contribution to the 
subject of infertility was made in America 
by Rubin (1920), with his perfected 
insufflation test. Barriers preventing the 
union of ovum and sperm can exist at 
any level of the female genital tract, but it 
isto the subject of tubal occlusion that most 
attention has in the past been devoted. 
With the develépment of his test Rubin 
provided an apparently simple means of 
determining if Fallopian tubes were patent 
and it is natural that great attention should 
have been focused on this method of in- 
vestigation. One must pay tribute to 
Rubin for the care with which he drew 
attention to the difficulties and dangers 
which could arise with this simple pro- 
cedure. 

When it was found that following 
insufflation many patients conceived with 
little delay the test was credited with thera- 
peutic as well as diagnostic virtue. That 
it is still the only test used by many who 
feel competent to investigate infertility is 
a tragic fact. That it should be so is fan- 
tastic. Now, from the patient’s point of 
view probably the most important aspect 
of the interpretation of the test is in those 
cases in which gas fails to pass through the 
tubes. The obvious conclusion is that the 
Fallopian tubes are blocked and count- 
less numbers of women the world over have 
been told that pregnancy was impossible 
only to find to their surprise and delight that 
itdid in fact occur. Nor was this prog- 
nosis always given by inexperienced 
physicians. Extensive clinical experience 
has shown that the obvious deduction is 
frequently not the correct one, and as a 
result gynaecologists have become pro- 
gressively more cautious in diagnosing 
tubal occlusion in this way. It is now 
generally accepted that the failure of gas 
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to pass on only one occasion is not sufficient 
evidence on which to diagnose a blockage. 
This is an important fact which cannot be 
emphasized too strongly and will be dealt 
with in more detail shortly. The question 
which naturally demands an answer is why 
gas should fail to pass if the tube is not 
irrevocably blocked. It has been suggested 
by numerous workers that possibly the 
attempts at insufflation were responsible for 
breaking down filmy adhesions and thus 
restoring patency, or that a plug of mucus 
was displaced. 

An explanation for the previously 
accepted high incidence of blocked Fallo- 
pian tubes in the apparently healthy woman 
was advanced by Sharman (1944) when 
he suggested it may be due to subclinical 
tuberculous salpingitis. We cannot accept 
this view in the light of the evidence we 
have collected, some of which will be 
presented later. A further relevant 
point in refuting the suggestion is that in 
our series of cases of proven endometrial 
tuberculosis, with presumed tubal infec- 
tion, 50 per cent in which insufflation was 
performed only once before the diagnosis 
was established had patent tubes. There 
would not, therefore, appear to be any 
valid reason for incriminating tuberculosis 
as a major cause of tubal occlusion al- 
though, quite apart from its effect on tubal 
patency, the importance of the condition 
of endometrial and tubal tuberculosis 
should not be forgotten. 

Rubin (1932) was himself the first to draw 
attention to the occurrence of isthmo-tubal 
spasm, and in his review of 12 years’ ex- 
perience of the insufflation test he reported 
that in 4.7 per cent of 2,192 patients he had 
detected spasm. Forty-three per cent had 
patent Fallopian tubes. In 26 per cent tubes 
were blocked and in 26 per cent he diag- 
nosed strictures and peritubal adhesions. 
Now a very interesting point is that there 
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was little of statistical significance in the in- 
cidence of pregnancy in the three groups of 
normal patency, spasm, and strictures, 
for the results quoted were 26.82 per cent, 
20.38 per cent and 21.58 per cent respec- 
tively. These similar results naturally 
raise the question whether from a func- 
tional viewpoint the division into the three 
groups was justified. In other words was 
the test capable of being misinterpreted, 
and did tubal stenosis and _peritubal 
adhesions really exist, or was there some 
other explanation for the observations so 
interpreted? In Rubin’s series the inci- 
dence of complete tubal occlusion was 
26 per cent. Green-Armytage has person- 
ally reported to me an incidence of 29 per 
cent with a 14 per cent incidence in a series 
of cases of primary infertility. Sharman* 
(1944) reports an incidence of 38 per cent 
when the insufflation test was used and 37.7 
per cent when the investigation was by 
hysterosalpingography. Siegler (1944) re- 
ports a figure of 50 per cent, Goodall (1933) 
of 35 per cent, and Feiner (1942) of 35 per 
cent by insufflation and 44 per cent by 
uterosalpingography. These results lead 
me toa passing reference to the claims made 
for the X-ray test. With the wider adop- 
tion of the valuable technique of utero- 
salpingography more and more fantastic 
claims have been made for it. Arguments 
have raged as to whether it is more or less 
accurate than the insufflation test. It has 
been claimed to reveal unilateral tubal 
blockage and Sharman (1944) and Young 
(1944) among others have stated that it 
shows the precise site of tubal blockage, 
while some workers claim that it is the only 
accurate method of measuring the size of 
the uterus and hence of detecting varying 
degrees of hypoplasia. This is a particu- 





*Since this lecture was delivered Sharman 
(1947) has recorded the lower figure of 20.5 per 
cent, ; 
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larly interesting example of the subordina- 
tion of clinical sense and direct methods of 
measurement to the subtle appeal of the 
shadow. An illustration later will show 
how fallacious this can be (Fig. 1). 

Now, by whichever method _ tubal 
patency has been tested the results to date 
on any large series have been comparable 
and the figures for tubal occlusion have 
been in the neighbourhood of 25 to 35 per 
cent, with the exception of the recent 
figures published by Jackson (1947) an 
reference will be made to these later. 

To complete the assembly of, relevant 
facts, in our own series the incidence of 
apparent blockage is 21.6 per cent. By 
apparent blockage is meant that no evi- 
dence of tubal patency could be obtained 
either by repeated insufflation tests or by 
repeated use of insufflation and lipiodol 
injection. The corrected figure, however, 
is 12.8 per cent, and an analysis of the last 
171 patients in the 1,000 studied revealed 








that the apparent blockage was again 21 
per cent, but the corrected figure was 9 
per cent. As a result of our experience at 
Oxford we now go further and state tha 
we believe that even this figure is too high 
and that with the improved methods of 
investigation the incidence of true tubal 
occlusion will be found to be less than the 
g to 12 per cent given above. 

The fact that Dr. Jackson (1947), 
working independently at the Exeter Clinic, 
has now published an occlusion-rate o 
only Io per cent supports me in this belief. 
At this stage, to forestall criticism, perhaps 
I should say that in our series we have 
never assumed a Fallopian tube was opel. 
The 9g to 12 per cent incidence of blocked 
tubes to which I have referred included al 
those for which we have no proof of patency 
although we suspect that in some there i 
only an apparent occlusion where as yet we 
have been unable to relieve the spasm. 
Patency was accepted only if insufflation 
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was definitely successful, a peritoneal spill 
was established, or pregnancy occurred. 
As illustrated (Fig. 2) conception occurred 
on many occasions although we had been 
unable to establish patency by other means. 

Now the fall from the previously accepted 
figure of 25 to 35 per cent to 9 to 12 per 
cent demands an explanation and presents 
problems which are as yet relatively 
unexplored. 

An increasing experience of the sur- 
gery of the abdomen and pelvis revealed 
that congenital tubal occlusion is an ex- 
tremely rare phenomenon and not likely to 
be a factor of significance. With the pass- 
ing years our interest has become more 
fixed on the question of spasm and uterine 
irritability, and with an increasing empha- 
sis on the attempts to alleviate this we have 
reduced the incidence of apparent tubal 
blockage to the low level already recorded. 
A great deal of valuable information has 
been obtained during the hours spent in the 
X-ray room screening the uterus and 
Fallopian tubes, and I would commend to 
all who conduct these examinations the 
value of screening your own patients rather 
than relying on films for your guidance. 

Now the first thing we found was that 
neither atropine nor anaesthesia was a 
reliable means of abolishing spasm. In fact 
anaesthesia, or the emotional distress which 
the thought of anaesthesia so frequently 
causes, will often precipitate spasm which 
the anaesthetic fails to relieve. This is an 
important observation of wide significance. 
Repeatedly, without anaesthesia, we have 
established the fact of tubal patency in 
patients who had been told that their 
tubes were blocked, after investigation 
by careful workers using both insufflation 
and lipiodol injection under anaesthesia. 
It is of course equally true that on occasion 
the fear of manipulation without anaes- 
thesia can precipitate spasm, but in both 
cases as long as this fact is recognized, the 
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use of effective spasmolytics will lessen the 
chance of an error occurring. 

To relieve spasm, or prevent it, we used 
reassurance, pethidine, amyl nitrate, and 
finally that powerful spasmolytic, nitro- 
glycerine in doses of gr. 1/120. Within 4 
minutes of the oral administration of 
a tablet of this, there is usually a profound 
effect on the spastic uterus. No doubt 
further study will provide even more 
effective spasmolytics, but the import- 
ant point to observe at this stage is 
that at least 50 per cent of apparent tubal 
blockage is due to uterine and utero-tubal 
irritability. Expressed in other words the 
evidence suggests that there is at the present 
time an error of at least 100 per cent in 
estimating tubal blockage by either insuffla- 
tion or radiological methods unless effec- 
tive steps are taken to eliminate uterine 
irritability. 

A further point should be noted in passing. 
If lipiodol or equivalent material flows 
through the uterus, the Fallopian tube, and 
into the peritoneal cavity then the tube is 
patent. That is an obvious fact. If 
lipiodol fails to enter the tube, or entering 
it, passes a distance, and is then arrested, 
that need not mean that the tube is blocked. 
If a subsequent picture, taken say 24 hours 
after, fails to show a peritoneal spill, this 
simply means that there is no radiological 
evidence that the tube is open, but this does 
not of necessity mean that the tube 
is blocked. When we remember the physio- 
logical pattern of uterine activity as des- 
cribed by Reynolds (1939) and more 
recently described in the pregnant uterus 
by Malpas (1944) we realize that there is 
nothing remarkable in these findings. 

If the wave of contraction passes along 
the tube from the ampulla to the isthmus, 
and from there spreads through the uterus, 
itis not surprising that in an active tube 
there may be an arrest of lipiodol as it 
passes in the reverse direction towards the 





176 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


ampulla. Nor is it strange that there may 
be no peritoneal spill. In the same way if 
the waves of contraction initiated at the 
isthmo-tubal junction are not perfectly 
synchronized it is obvious that while one 
tubal ostium may be patent the other may 
be closed, and this is the explanation of 
many, if not most, of the cases of the so- 
called ‘‘ unilateral tubal blockage at the 
isthmus’’. To investigate this further I 
studied a consecutive series of III cases in 
which utero-salpingography had been per- 
formed, and the results were interesting. 
Both Fallopian tubes were apparently 
blocked in 16, but 3 of these patients had 
subsequently conceived by the time the 
study was made, so the corrected maxi- 
mum occlusion rate was 12 per cent. Both 
tubes were open in 48, giving an incidence 
of tubal patency of 43 per cent, but one 
tube was apparently blocked in the remain- 
ing 47. In other words, if we were to 
interpret these results on their face value 
without reference to the normal physiology 
of the uterus, it would follow that there was 
a unilateral tubal blockage in 42 per cent 
of the series of 111 examined. For interest 
we repeated the examination at a later date 
on several of the cases selected at random, 
and found that either both tubes were now 
patent (Fig. 1), or, as in the case illustrated 
later (Fig. 3), the opposite tube was now 
patent, and the original one was apparently 
blocked. It will be obvious that if the 
waves of contraction are synchronized then 
while the regions of the tubal ostia are con- 
tracting neither gas nor lipiodol is likely 
to pass, and the error of diagnosing tubal 
occlusion can easily be made. Using the 
radiological technique, screening will re- 
veal the true state of affairs to the experi- 
enced eye. This is an important point in 


these days when many would over-empha- 
size the value of the shadow and by so doing 
completely miss the substance. 

In considering the physiology of uterine 


activity there is a further point which 
deserves mention. Some workers attach 
great importance to what they call normal 
tubal peristalsis and go so far as to say 
that unless this is present conception cannot 
occur. I have even heard it stated that this 
aspect of fertility investigation is so 
important that unless a worker uses a 
kymograph to detect these oscillations 
indicating peristalsis the results are use- 
less. Is this not mere fantasy? In the 
first place it is improbable in my opinion 
that the oscillations recorded by the kymo- 
graph are, in fact, due to tubal peristalsis 
at all. 

But whether they are or whether they are 
not, they can still be detected by carefully 
watching the pressure dial of the simpler 
and less expensive insufflation apparatus. 

Moreover, on occasions when gas passes 
slowly with no sign of tubal peristalsis, 
and the diagnosis is made of stenosed tubes, 
the administration of a powerful spasmo- 
lytic such as nitroglycerine will be followed 
by a more normal type of tracing, with 
oscillations sufficient to satisfy the most 
peristaltic minded (Fig. 4). On the other 
hand, when the gas rushes through the 
uterus and Fallopian tubes at very low pres- 
sures, and with again little evidence of 
so-called tubal activity, the administration 
of an oxytocic drug such as ergometrine 
or pitocin will on occasions result in a more 
normal type of tracing being recorded. 
Surely all that this means is that the uterus 
may be either irritable or resting at the time 
of the examination and the kymographic 
tracing will vary accordingly. 

I submit that the evidence presented has 
established the fact that previously unsus- 
pected uterine irritability is the most 
common cause of tubal occlusion, and in 
the past has been responsible for an error 
of at least 100 per cent in estimating tubal 
blockage. That spasm can be induced by 
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Fic. 4. 
Three attempts at insufflation show similar results, a slow passage of gas when the pressure is raised to 
zoo mm. Five minutes after the administration of nitroglycerine, gr. 1/120, the final tracing on the 
drum was obtained. 


instrumentation there is no doubt, but the 
relevant and important issue to consider is 
whether uterine irritability may be a more 
permanent state in certain individuals and 
may itself be a factor in causing infertility. 

I believe this is so, but much of the evi- 
dence is still circumstantial and consider- 
able work has to be done before final proof, 
or refutation, will be available. 

The female genital tract is the most 
“hysterical’’ portion of a woman’s 
anatomy. It is under both nervous and 
hormonal control, a fact which is sometimes 
forgotten in these days of hormonal empha- 
sis. During the childbearing years it 
manifests its independent spirit in a multi- 
tude of ways: the so-called functional or 
intrinsic dysmenorrhoea, vaginal spasm 
and vaginismus, functional bleeding and 
amenorrhoea, to mention but some of 
the common manifestations of dishar- 
mony. In our search for stronger and 
better hormones I fear we have somewhat 
neglected the role of the autonomic nervous 
system in maintaining the harmony of the 
genital tract. We have even tended to 
neglect those hormones such as thyroid 
which, though possibly less spectacular and 


certainly less expensive than many of their 
newly discovered and widely advertised 
successors, have proved in the past their 
great value in the treatment of infertility. 

A woman is unhappy and dysmenor- 
rhoea is her periodic misfortune, but with 
re-established mental peace normal func- 
tion is restored, and pain disappears. The 
mother-to-be rejoices in the life she feels 
within her. The postman arrives with his 
telegram of news so grim that in the shock 
of its receipt autonomic disruption occurs, 
the uterus contracts so violently and so 
long that the life within is tragically stilled. 
These are facts known to all. Autonomic 
disharmony manifest elsewhere is respon- 
sible for duodenal spasm, colonic pain, 
renal spasms, vascular spasms, oesopha- 
geal and gastric stenoses, and it should be 
remembered that in many of these instances 
the manifestation is not a transient one. 
Just as the man or woman may waste from 
inanition in the presence of an abundance 
of food and the desire to eat, because an 
autonomic instability reveals itself-in a 
cardiospasm (Fig. 5), even so, is it not 
probable that a woman may deprive her- 
self of the conception she desires because 
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of the very strength of the desire, or the 


fear of it? If this were so it would make 
easy the explanation of why pregnancy so 
often occurs after adoption is undertaken 
by a couple who have remained infertile 
for many years. It could also explain why 
conception occurs after years of infertility, 
when at last a woman decides to ask advice 
and before any investigation is undertaken. 
With the mental conflict eased normal 
function can be restored. Extreme uterine 
irritability may be but one of the manifes- 
tations of this genital tension. Just as fear 
will inhibit salivation and parch the mouth, 
so it is possible that anxiety may affect 
cervical secretion and result in those 
departures from the normal to which 
Barton and Wiesner (1946) and Clift 
(1945) have drawn attention. 

Now what of the woman who, having 
conceived her much desired infant, then 
aborts and later does the same again? Is 
there an automatic instability so great that 
minimal stimuli may provoke an extreme 
response? If so, with each repeated disap- 
pointment the state of tension increases and 
with it the chance of further disappoint- 
ment. I believe this often is the case and 
our radiological study of the uteri of women 
who, in the absence of any detectable local 
or constitutional factors to cause abortion, 
habitually abort, encourages us in the belief 
that these women have extremely irritable 
uteri. If further proof of this interesting 
probability is forthcoming new avenues of 
treatment for this distressing condition will 
become apparent. There may be an 
indication for presacral neurectomy in 
carefully selected cases. 

Believing that when all other factors are 
satisfactory and extreme irritability is 
present at every examination this may itself 
be the factor in inhibiting conception, we 
have recently, in Oxford, been administer- 
ing spasmolytics prior to intercourse during 
the fertile period, and already the results 
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are encouraging, although the method has 
been in use for only a few months. Refer- 
ence to the fertile period leads me to men- 
tion one final fantasy, but one which has 
now become established as a fact. At the 
commencement of this century Van de 
Velde (1904) drew attention to changes in 
temperature which he claimed took place 
during the menstrual cycle, but the full 
significance of this observation has been 
realized comparatively recently. In prac- 
tice it often works, and the charting of 
the morning temperature can be a great 
help to a woman anxious to conceive (Figs. 
6 and 7). All who have had experience in 
these matters know how inaccurate many 
women can be when they give information 
on how regular their periods are. A careful 
study of 168 consecutive cases showed that 
the monthly cycle varied by a minimum of 
6 days from the so-called normal, 28 days, 
in 32, i.e. 19 per cent. 

Those who are arithmetically inclined 
can estimate the possible effect this could 
have in delaying conception even if all 
other factors were favourable. This 
common minor irregularity provides a 
further argument for using any available 
accurate guide to ovulation, and this is the 
great value of the morning-temperature 
record, 

In this mixture of fact and fantasy, it will 
be apparent from the consideration of 
those factors which time has permitted us 
to review, that the subject of fertility-inves- 
tigation is now a more complicated one 
than it was 20 years ago, but it is well to 
remember that the issues of human anxiety 
and happiness are still the same. If we are 
to justify the confidence our patients have 
in us we must be prepared to keep abreast 
of modern developments, or else be honest 
enough to admit that we are no longer in 
a position to undertake the responsibility of 
their care, 
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Fic. IA. FIG. IB. 





Fie. 1¢. FIG. ID. 


The above films were taken on three separate occasions. The first film was taken without 
an anaesthetic, the second a month later after the cannula had been introduced under 
pentothal anaesthesia. The third and fourth were taken one year later at an interval 
of approximately two minutes, but after the administration 15 minutes previously of 
nitroglycerine gr. 1/120. A study of these four films shows how easily an error could 
be made in assessing the size, shape and position of the uterus or the patency of the tubes 
if only one film were examined. These films indicate the importance of studying the 
behaviour of the uterus under the fluoroscope in preference to relying on a study of films. 
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Fic. 2. 


Film showing apparent bilateral tubal occlu- 
sion in spite of administration of nitroglycerine 
as a spasmolytic. Previous attempt at insuf- 
flation had been unsuccessful at a pressure of 
200 mm, Six weeks after the taking of this 
film the patient was pregnant and was subse- 
quently safely delivered at term. 





(a) Film shows extremely irritable uterus with filling of right tube to ampullary end. No 


(b) Same patient examined one month later reveals filling on left side with no evidence 
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FIG. 3A. FIG. 3B. 


filling of left tube. Subsequent film two hours later showed spill on right side. 


of filling on right side. A film taken six hours later showed spill on both sides. 














FIG. 5A. 


Reveals cardiospasm. 
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Fic. 5B. 


Indicates the effect of nitroglycerine, gr. 1/120 


taken half hour before the examination was repeated. 
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Fic. 6. 


Tubal insufflation was unsuccessful with this 
patient. Salpingography revealed an apparent 
bilateral tubal occlusion. A repeat examination 
two months later, after the administration of 
nitroglycerine, gr. 1/120, revealed an extremely 
irritable uterus with tubal filling. Following this 
investigation, pethidine, 50 mg., was given night 
and morning during the time of ovulation, but six 
months later conception had not occurred. The 
technique of basal temperature recording was 
explained and the chart reproduced was the first 
one recorded by the patient and reveals the com- 
mencement of pregnancy. The pregnancy pro- 
ceeded uneventfully to term when a healthy infant 
was delivered. 
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Fic. 7. 
This illustrates a less typical type of chart, but 
none the less one indicating conception. Pregnancy 
progressing uneventfully to term. 


In Figs. 6 and 7 xxx marked the days on which 
intercourse occurred. 


SUMMARY. 

1. The need for pre-marital advice on 
matters of sex, and for marriage guidance 
is emphasized by the fact that 4 to 5 per 
cent of a series of married women complain- 
ing of infertility were found to be virgins. 

2. The importance of performing a care- 
ful medical examination before investigat- 
ing infertility is stressed. 

3. In the author’s series of 1,000 con- 
secutive cases of infertility, at the first 
examination it was found that defective 
male secretion was present in 35 per cent of 
the men examined and defective ovulation 
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in 28 per cent of the women examined. It 
is noted that defect in either male secretion 
or ovulation was frequently of temporary 
duration and that the corrected figures after 
repeated examinations would be much 
lower. 

4. Reference to the results published 
by other workers show that the incidence of 
complete tubal occlusion varied from 26 to 
50 per cent. In the author’s series the 
incidence of apparent blockage was 21.6 
per cent, but by the use of spasmolytics 
such as nitroglycerine it is shown that the 
incidence can be reduced to 12.8 per cent, 
and in a smaller series of 171 patients in- 
vestigated at the end of the series the 
apparent rate was g per cent. The sug- 
gestion is made that even this rate of 9 per 
cent to 12 per cent is probably too high, and 
that it includes patients with apparent 
occlusion due to uterotubal irritability 
unrelieved even by nitroglycerine. 

5. On the above figures it is claimed that 
unless effective steps are taken to relieve 
hitherto unsuspected uterotubal irritability 
the results of the infertility test and lipiodol 
investigation are likely to have at least 100 
per cent error. 

6. A detailed study of 111 patients in 
whom the uterus and Fallopian tubes were 
investigated under the fluoroscope indi- 
cated that probably the most common cause 
of unilateral uterotubal blockage is the lack 
of synchronization of waves of contraction 
originating at the uterine cornua. 

7. From the above findings the import- 
ance of uterine irritability in infertility is 
stressed, and it is suggested that it may also 
be of importance in the causation of re- 
peated abortions. 


I wish to express my gratitude to my 
colleagues, Miss Lawlor and Mr. Hawks- 
worth, for all their assistance, both in the 
conduct of the Fertility Clinic and in the 
preparation of this lecture. I also express 
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my gratitude to the Radcliffe artist, Miss 
Arnott; to the Photographic Department of 
the Radcliffe Infirmary for the slides they 
have prepared; to Dr. Kemp and the 
Department of Radiology for their patience 
and assistance; and to Mr, Ian Sutherland 
of Professor Ryle’s Department of Social 
Medicine for his guidance on statistical 
analyses. 


REFERENCES. 

Barton, M., and Wiesner, B. P. (1946): Brit. med. 
J., 2, 606. 

Clift, A. F. (1945): Proc. R. Soc. Med., 39, 1. 

Duncan, J. M. (1866): Fecundity, Fertility and 
Sterility, Edinburgh. 

Feiner, D. (1942): Amer. J. Obstet. Gynec., 43, 
639. 

Goodall, J. R. (1933): Brit. med. J., 1, 558. 

Gray, E. (1946): Man Midwife, Hale, London. 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Jackson, M. (1947): Brit. med. J., 1, 464. 
Malpas, P. (1944): J. Obstet. Gynaec., 51, 112. 
Meaker, S. R. (1934): Human Sterility, Williams 
and Wilkins, Baltimore. 
Reynolds, S. R. M. (1939): Physiology of the 
Uterus. Hoeber, New York. 
Rubin, I. C. (1920): J. Amer. med. Ass., 75, 661. 
Rubin, I. C. (1932): Amer. J. Obstet. Gynec., 24, 
561. 
Sharman, A. (1944): J. Obstet. Gynaec., 51, 85. 
Sharman, A, (1947): Brit. med. J., 2, 83. : 
Siegler, S. L. (1944): Fertility in Women, Heine- § 
mann, London. 
van de Velde, Th. H. (1905): On the Connection § 
between Ovarian Activity and the Menstrual 
Flow (Ueber den Zusammenhang zwischen © 
Ovarialfunction, Wellenbewegung und F 
Menstrualblatung), Haarlem. 
Young, J. (1944): A Textbook of Gynaecology, 
1,.London, p. 120. 





A Case of Adenomyosis of the Uterus with Tuberculous Infection 


BY 


R. DE SOLDENHOFF, M.B., F.R.C.S., M.R.C.O.G. 


Obstetrician, Ayr County Council, 
Gynaecologist, Ballochmyle Hospital, Mauchline 


THE combination of tuberculosis and 
adenomyosis of the uterus is not common. 
Within recent years cases have been des- 
cribed by Koberle (1939) and by Fagioli 
(1935), who both give excellent and 
detailed reviews of the subject in which they 
include most of the cases so far reported. 
Johnstone (1924) reported the last case to 
be mentioned in British journals but, since 
each of these authors has reviewed a 
number of the same cases, the total 
number so far reported is only 25. 

Even rarer is tuberculous invasion of 
fibromyomata, for, in his monograph of 
1918, Lockyer quotes only one case (that 
of Cullen) and suggests that even it might, 


in fact, have been of adenomyoma. Fagioli, 
however, reporting a series of 14 cases, 
describes 6 as being due to tuberculous 
infection of fibromyomata; but commoner, 
it would appear, is a co-existent fibroid with 
a tuberculous infection of an adenomyoma. 

The case reported here is that of a well- 
marked adenomyosis with a tuberculous 
infection. 


Description of the Case. 

Mrs. G., Ayr, aged 38, was admitted as an emer- 
gency with uterine haemorrhage to Ballochmyle 
Hospital, Ayrshire, on 15th February 1947 and was 
discharged on 27th March 1947. She gave a history 
of severe uterine haemorrhage of 14 days’ dura- 
tion, and occasional attacks of lower abdominal 
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ADENOMYOSIS OF THE UTERUS 


pain with no real relation to the haemorrhage. She 
had been curetted 4 times in various hospitals and 
in one a microscopic diagnosis had been made ot 
tuberculous endometritis. She had been dis- 
charged from another hospital 9 days before the 
present attack, having been there a month with 
intermittent bleeding. She was nulliparous with 
regular periods which lasted 7 days. Apart from 
the haemorrhages she was well with no cough or 
genito-urinary symptoms. She was well built and 
an X-ray of the chest was negative. Her blood 
pressure on admission to Ballochmyle Hospital was 
140/90 with a pulse rate of 120. She had a large 
mass filling the lower abdomen and extending to 
the umbilicus. Her haemoglobin was 4o per cent 
so she was given a blood-transfusion and kept at 
rest. However, she bled again and was given a 
further pint of blood; under anaesthesia on 17th 
February 1947 a diagnostic curettage was carried 
out and the uterus, which appeared to be a thick- 
walled sac lined with granulomatous material, was 
tightly packed with gauze. Microscopy confirmed 
the previous report of tuberculosis. As it was felt 
that with removal of the pack haemorrhage would 
start again, it was decided to take out the uterus. 
The patient had been given 100,000 units of 
penicillin 8-hourly from the time of packing and 
on 19th February, after a blood drip had been set 
up, she was operated on under curare and gas and 
oxygen andesthesia. The cervix was first closed 
with 2 silk stitches. On trying to open the abdomen 
no peritoneal cavity could be found. The small 
intestine, transverse colon, and pelvic colon were 
densely adherent to the uterine mass. These were 
dissected off and the body of the uterus, which was 
adherent to the side walls of the pelvis, the bladder 
and pouch of Douglas, was shelled out and removed 
with the cervix. The vagina was loosely sutured 
and the intestines, which appeared to be densely 
adherent, were allowed to fall back in the pelvic 
cavity. The abdomen was closed in layers. The 
operation lasted 1% hours. The patient was moder- 
ately shocked, but returned to the ward in good 
condition. Penicillin was continued for 10 days as 
she had fever and she was also given a course of 
sulphathiazole. On 25th February, when the super- 
ficial stitches were removed, her abdominal wound 
opened down to the bowel but there was no 
evisceration. A secondary suture was carried out 
immediately under gas and oxygen with silver wire. 
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These sutures were removed 15 days later and the 
union was excellent. The patient was then allowed 
to get up and made an excellent recovery. She had 
some vaginal discharge which cleared up with 
douching. She reported back a month later and 
some granulations in the vaginal vault were 
cauterized. She was seen again on 22nd October 
1947 when she was examined. There was no 
shortening of the vagina, the abdominal wound had 
healed well, the pelvis appeared completely clear, 
and her general condition was excellent. She had 
some climacteric symptoms. 


Description of Specimen. 

The specimen removed was pear-shaped, 6 inches 
(15 cm.) long by 4 inches (10 cm.) broad by 4 inches 
(10 cm.) in depth at its thickest part. The outer 
surface was shaggy where it had been dissected 
away from the surrounding tissue. The ovaries and 
tubes could not be distinguished. There was a small 
elevation on the posterior surface on the right side 
which proved microscopically to be ovarian tissue. 
The specimen was cut in coronal section. This 
revealed a cavity with rigid walls and a non- 
capsulated tumour occupying most of the fundus 
of the uterus, the cavity being filled with blood clot 
and necrotic material. The tumour was homo- 
geneous with a honeycombed and pitted surface 
with interlacing bundles of light fibrous tissue 
containing darker areas (Fig. 1). Sections were 
taken through the uterine wall and the tumour. 
These showed the tumour to be of typical adeno- 
myomatous structure (Fig. 2). In some areas grouped 
around the glandular elements were numerous 
giant-celled masses typical of a tuberculous infec- 
tion (Figs. 3 and 4). It was obviously a very heavy 
infection. The uterine muscle, however, did not 
appear to have been affected. 


Tuberculous endometritis is not so 
uncommon as was previously held, and 
Sharman (1943) in an investigation of cases 
of sterility found 5.4 per cent of 840, on 
which an endometrial biopsy had been per- 
formed, were positive for tuberculosis. 
Similarly adenomyosis uteri is being 
discovered more and more as routine micro- 
scopic examination is carried out on speci- 
mens obtained at operation. Ina review of 
1,856 hysterectomies (Hunter, Smith and 


182 


Reiner, 1947) an incidence of 27.8 per cent 
was found. The term adenomyosis uteri or 
adenomyoma is used as a separate entity 
because it is descriptive and short. There is 
no doubt that it is similar in its nature and 
probably is of the same origin as extra- 
uterine endometriosis, as Goodall (1944) in 
his long monograph points out; but the 
term endometriosis interna does not conjure 
up the same picture as the term adeno- 
myosis, a combination of uterine glands 
in a fibro-muscular stroma without a 
definite capsule. Fibromyomata are even 
commoner, and 20-25 per cent of all 
women who reach adult age are stated 
to have these tumours (Eden and 
Lockyer, 1935). These 3 conditions 
occur separately in large numbers, but 
the combination of tuberculosis with 
adenomyosis or fibromyoma is rare. In all 
the articles written on this subject the ques- 
tion which has fascinated authots has been 
the riddle of whether the tuberculous condi- 
tion initiated formation of the adenomyosis 
or whether the latter has been a focus of 
weakened resistance. Uterine fibroids in 
their very character would appear to be 
resistant to tuberculous infection, sur- 
rounded as they are by a well marked 
capsule, Fagioli (1935) puts forth a theory 
that muscular tissue is rarely infected by 
tuberculosis because of the perpetually 
changing fH (of muscular tissue), which is 
antagonistic to the growth of Koch’s 
bacillus, and the complete lack of glandular 
and epithelial elements which appear so 
necessary for the primary attack by the 
bacillus. On the other hand, the condition of 
adenomyosis is much more likely to be 
vulnerable, particularly if it is, as Novak 
(1947) states, “‘a benign invasion of the 
endometrium in the uterine musculature 
associated with a diffuse overgrowth of the 
latter’’. If the infection has spread from 
the uterine mucosa into the wall of the 
Fallopian tubes, as it would appear to do in 
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the majority of cases, the spread along the 
glandular elements can hardly be doubted. 
The resemblance between chronic tuber- 
culous infection of the Fallopian tubes and 
adenomyosis has led Continental authors to 
suppose that the irritating effect of the 
toxin of tuberculosis has started an epithe- 
lial reaction in the form of adenomyosis. 
It is difficult to support this hypothesis when 
the number of cases reported at the present 
time of tuberculous endometritis without 
adenomyosis is considered. It would 
appear that the relation is purely casual, 
the adenomyosis originally being present 
and being just another area of hyperplastic 
glandular epithelium offering a fertile field 
for the attack by the tubercle bacillus. 
From a study of the cases the possibility 
of exact diagnosis beforehand is small. The 
condition comes to operation either as a 
fibroid tumour of the uterus or a tuber- 
culous condition of the endometrium. The 
commonest symptom is menorrhagia (in 
this case it was severe bleeding) generally 
associated with a pelvic tumour. Poppi’s 
(1936) case, however, which must be 
unique, never menstruated at all, though 
preserving all the secondary sex character- 
istics. Unless a diagnostic curettage is done 
and tuberculous endometritis found, the 
latter will never be suspected. Curettage 
as a diagnostic aid in cases of suspected 
tuberculosis is condemned by Curtis (1946) 
as a needless risk, but Sharman (1943) has 
done repeated curettage on cases of tuber- 
culous endometritis without danger to life 
or evidence of the spread of the disease. 
Other symptoms are those generally related 
to pelvic masses or tuberculosis affecting 
other organs, though a surprisingly large 
number present no evidence of active tuber- 
culosis. Among all the patients where the 
information is available the only one who 
had been pregnant was Koberle’s (1939). 
She had had 2 pregnancies and 2 abortions. 
Adenomyosis in itself is by no means a bar 
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Fic. 1. 
Posterior half of specimen cut in coronal section showing adenomyoma, 
fundus of the uterus, necrotic material and blood clot in uterine cavity. 
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Fic. 2. 
Low-power view of adenomyoma. 
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Uterine wall, adenomyoma and numerous tuberculous 
gaint cells. x 45 


Showing giant cells and endometrial type of 
glands. x 100 
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to pregnancy. In a large percentage of 
cases operated on for this condition there 
has been a previous pregnancy. On the 
other hand, tuberculosis of the genital 
organs is almost always associated with 
sterility. This would suggest that in 
Koberle’s case, where there had been 
previous pregnancies, the tuberculosis was 
secondary to the adenomyosis. 

In the case quoted, as the patient had to 
be packed to control severe uterine haemor- 
thage, a biopsy was done at the same time. 
This patient had had 4 previous curettages 
without ill-effect, although there may have 
been some secondary infection introduced 
which had given rise to the close adherence 
of the uterus and the neighbouring struc- 
tures. However, I think this is unlikely 
as the complete absence of a peritoneal 
cavity suggests a previous plastic tuber- 
culous peritonitis. 

With regard to the treatment of these 
cases every one was subjected to radical 
surgery. The bogy in surgery of tuber- 
culosis of the female genital organs has 
been fistula-formation afterwards. In 
Poppi’s case the abdominal fistula took a 
year to heal. The rest, however, healed 
by first intention. In my own case the 
wound opened up to the abdominal cavity 
on the 8th day. Secondary suture was 
completely satisfactory and the wound 
healed well without fistula-formation. 
Fistula-formation is almost always due to 
secondary infection and to-day we have 
penicillin and sulphonamides to combat 
this. Most cases were subjected to sub- 
total hysterectomy with removal of the 
adnexae, though I think that if it can be 
accomplished easily total hysterectomy is 
preferable. Other forms of treatment 
advocated for tuberculosis of the genital 
organs are deep X-ray therapy, sunlight 
treatment, and more recently intra- 
peritoneal instillation of oxygen, but the 
type of case under consideration is peculiar 


183 


in that there is an associated tumour with 
the tuberculosis and in some cases a plastic 
peritonitis which would contra-indicate 
conservative measures. This is particu- 
larly so when there is associated severe 
bleeding, and though one or two patients 
have had abdominal fistulae afterwards 
they have all ultimately healed and the 
actual operative risk is slight. However, 
one’s responsibility does not end with the 
temporary success of the operation, as in 
some of the cases quoted there has been a 
reappearance of the tuberculous infection 
in other parts of the body, such as the spine 
or the urinary tract (Lash, 1934), and un- 
less the patient is followed-up carefully this 
may be missed and treatment delayed. 


CONCLUSION. 


A case of adenomyosis uteri with tuber- 
culous infection has been discussed, and a 
plea is made for radical operative treat- 
ment in tuberculosis of the uterus and 
adnexae. 
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Heart Disease 


in Pregnancy* 
BY 


D. J. MacRag, M.B., F.R.C.S., M.R.C.O.G. 
Resident Obstetrician, Queen Charlotte’s Maternity Hospital 


HEART disease is one of the most serious 
complications of pregnancy, and both its 
medical and obstetrical treatment have 
inspired a rich literature. Its incidence 
shows it to be a common complication, 
causing not only danger to life’, but in many 
cases, irreparable damage to health. 

Jensen et al. (1940) state that about 1.27 
per cent of all obstetric patients have clinical 
evidence of heart disease; Stander (1942) 
found it present in 2 to 3 per cent; Fitzger- 
ald (1935) 0.66 per cent; and in this country 
Sheehan and Sutherland (1940) found the 
incidence in their series to be 1.5 per cent; 
and Gibberd (1947) 1.6 per cent. Out of 
29,713 patients who attended Queen Char- 
lotte’s Maternity Hospital during the years 
1937 to 1946 inclusive, the total number 
with heart disease was 225, an incidence of 
0.8 per cent. 

The mortality rate, too, is high, and 
occupies a prominent place amongst the 
causes of maternal death. Jensen (1938), 
reviewing the literature, found the death 
rate in obstetric patients with heart disease 
to be 4.3 per cent; in Sheehan and Suther- 
land’s series (1940) it was 3.8 per cent; in 
Gibberd’s (1947) 1.7 per cent, and in the 
present series 3.1 per cent. Jensen (1938) 
states that the general over-all figures are, 
however, a great improvement on previous 
ones, having fallen in recent years from 





*The William Blair Bell Memorial Lecture 
delivered at the Royal College of Obstetricians and 
Gynaecologists, 14th November, 1947. 


about 8-10 per cent to 2-3 per cent, and 
he attributes this improvement to a greater 
appreciation of the danger, and _ better 
understanding of cardiac problems in preg- 
nancy, and to the extension of antenatal 


care. As regards the importance of the 7 
latter, Lamb (1934) found the death-rate to 


be 2.2 per cent among those of his patients 
with heart disease who had antenatal care, 
whereas it was 20 per cent in those who did 
not attend an antenatal clinic; and Crighton 
Bramwell’s figures (1935) showed a death- 
rate of almost 70 per cent in obstetric 
patients with heart disease admitted as 
emergencies, as compared with one less 
than 3 per cent amongst those who had 
antenatal care. 

Further, the part played in maternal 
mortality by heart disease has assumed 


larger proportions owing to the spectacular 4 


lessening of deaths from other causes, so 
that Eastman (1937) believes that only 
sepsis and toxaemia claim more lives dur- 
ing pregnancy and the puerperium; and 
Jensen et al. (1940) say that heart disease 
comes 4th or 5th among the causes of 
mortality, and is possibly the most import- 
ant during labour and the puerperium. 
Stander (1942) found in his series of 
patients that heart disease was responsible 
for 10.4 per cent of all maternal deaths, and 
Munro Kerr and MacLennan (1932) found 
that it caused 7.7 per cent of maternal 
deaths, whilst in the present series it formed 
II.5 per cent of maternal deaths from all 
causes during the 10 years reviewed, 
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HEART DISEASE IN PREGNANCY 


Causes of Maternal Mortality 
ist September, 1932, to 31st December, 1941 


(Stander, 1942) 


67 deaths in 34,353 patients 





Number 
of cases centage 


Per- 





Infection (antepartum, =e 
tum, postabortal) a 

Pulmonary complications 

Postpartum haemorrhage 

Cardiac disease 

Pneumonia ; 

Toxaemia of pregnancy . 

Premature separation of place nta 1 

Cerebrovascular accident 

Pyelonephritis 

Circulatory collapse 

Post-operative haemorrhage 

Tuberculosis, miliary 

Placenta praevia antepartum 
haemorrhage ae 

Chorionepithelioma 

Blood dyscrasia, erythroblastic 
splenomegaly a 

Psychosis, re-active panic 


(suicide) Be tae aaa N lacs 
Peritonitis, after appendicitis 
Not determined, insufficient 
data ... 

Total 


13 
10 


RFR RH NWWE ANY 


I 


67 


19.4 
14.8 
13.4 
10.4 
8.9 
6.0 
4-5 
4:5 
3.0 
3.0 
1.5 
1.5 


1.5 
3.5 


1.5 


Lig 





99-9 





Total maternal mortality, 1.98 per 1,000 


pregnancies 


Causes of Maternal Mortality for the 
period 1937-1946 


(Queen Charlotte’s Maternity Hospital) 
59 deaths in 29,713 patients 





Number 
of deaths centage 


Per- 





Obstetrical complications, includ- 
ing haemorrhage 

Toxaemia of pregnancy .. 

Sepsis ak in 

Heart disease 

Embolism : 

Acute pulmonary infections 

Abortions vee | reg 

Other causes ... 


Total 


15 
13 
II 


| Orne N 


59 


25-4 
22.0 
18.6 
11.6 
6.8 
3-4 
57 
10.2 


99-7 





Total maternal mortality, 1.95 per 1,000 
pregnancies. 
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The other causes were: epilepsy, carcino- 
matosis following mammary cancer, 
intestinal obstruction, uraemia, appendi- 
citis, uncertain. Of’ the 15 deaths from 
obstetric complications, 7 were due to 
placenta praevia and postpartum haemor- 


rhage. 


Causes of Maternal Mortality (excluding abortions) 
in England and Wales-for the Year Ending 
_— March, 1946. 





~ Number 4 Per- 3 
of deaths centage 


Obstetric ne includ- 





ing haemorrhage .. ae oe | 25.9 
Toxaemia of pregnancy st ee SO 23.6 
Sepsis... ae sae: Wk dda soe eee 15-9 
Heart disease "6 59 8.6 
Pulmonary infections (including : 

tuberculosis) wel Baa aa 54 7.8 
Embolism ee ee ee 40 5.8 
Other conditions... ... ... 85 12.3 

Total 690 99.9 








THE ASSESSMENT 

The patient’s ability to go through preg- 
nancy and labour with the minimum risk to 
life and health must be assessed with the 
greatest care. Pregnancy increases the work 
of the heart and the gravid uterus places an 
abnormal strain, possibly one of serious 
moment, on the damaged heart. There are 
certain changes also in the heart and circu- 
lation in pregnancy, such as the increase 
in volume of circulating blood, the greater 
vascularity of the enlarging uterus and the 
increase in body-weight ; while the splinting 
of the diaphragm during the later months, 
with rotation and displacement of the heart, 
may also cause breathlessness and palpita- 
tions, even in a healthy patient. Jensen 
(1943) states that the metabolic-rate is 
increased often out of proportion to the 
increase in weight, and the heart meets the 
extra demands made upon it by increasing 
its minute-volume; and, he adds, it is not 
definitely decided if this is accompanied by 
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an increase in the rate or the stroke-volume 
of the heart, and there is a further possi- 
bility that not all hearts react in the same 
way. Whether true hypertrophy of the 
heart occurs is still a disputed point; it is 
not, in all events, grossly apparent and 
experimental studies have failed to show it. 
Stander and Cadden (1932) have shown 
that in normal gestation in animals and 
humans, the cardiac output rises above the 
normal level in the 4th month and steadily 
increases until, at term, it amounts to 
approximately 50 per cent above normal. 
Cohen and Thomson (1939) found an 
increase in the cardiac output up to the gth 
lunar month, with subsequent decrease 
prior to labour at term. It is conceivable, 
therefore, that under the changing condi- 
tions of pregnancy slight overtaxing of a 
damaged heart may produce irreversible 
change and precipitate failure. 

Again, since the maternal mortality in 
heart failure is so much greater than in 
patients with a fully compensated heart, it 
is necessary to determine the degree of 
cardiac reserve in each individual, to anti- 
cipate, and if possible prevent, the develop- 
ment of heart failure. This estimation, as 
Mackenzie (1921) first showed, can be made 
from the patient’s response to the routine of 
daily life and, although this is not an 
infallible guide, it has shown itself to be so 
much better than any other single means of 
measuring the heart’s response to effort and 
the degree of cardiac reserve present. On 
this principle the New York Heart Associa- 
tion based their classification of patients 
with cardiac disease into 4 groups. As 
Lamb (1937) and Pardee (1937) say, in 
most American clinics to-day, the functional 
classification for patients with cardiac 
disease, accepted by the American Heart 
Association, is used as an index of whether 
such women will be able to withstand the 
strain of pregnancy and labour. Cases are, 
therefore, grouped according to the ability 


of the heart to withstand effort, rather than 
according to the structural damage and 
other factors. The grouping is as follows: 

Group I. Patients with no limitations to 
normal active life or symptoms of heart 
disease; and in whom the only sign is the 
heart lesion itself. 

Group II. Patients with slight limitation 
of the amount of work that can be done 
without breathlessness. Such patients are 
breathless at the end of effort, e.g., climbing 
flights of stairs, they have to rest at the top; 
or they have to rest at the end of some 
routine housework. 

Group III. Patients with definite limita- 
tion of the amount of work that can be done 
without breathlessness. They have to rest 
two or three times whilst climbing a flight of 
stairs, or at intervals in their housework, 
and they stop, to rest on their way home 
from shopping. 

Group IV. Complete limitation of the 
amount of work which can be done, so that 
there is heart failure at rest. 

This classification has been used in this 
country by Gilchrist (1931), McIlroy and 
Rendel (1931), MacLennan (1933), and 
others, and it has been shown to be a satis- 
factory guide, in the large majority of cases, 


to the patient’s response to the effort of F 
labour, and forms a valuable means of 


determining the help which may be neces- 
sary to effect delivery. It is true, however, 
that the heart lesion itself being a progres- 
sive one and the patient’s own response to 
the pregnant state a varied factor, the 
patient may start pregnancy in one group 
and deteriorate to another. This is, how- 
ever, an accident which is largely avoidable 
by careful antenatal supervision, and 
examinations at frequent intervals. 

Lamb (1937) takes additional factors into 
consideration to augment the American 
Heart Association classification and these 
are: 


1. The structural changes in the heart 
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itself, as judged by the size of the heart and 
the extent of the valvular damage. 

2. The duration of the disease. 

3. The presence of signs indicating 
activity of the rheumatic process. 

4. The presence of auricular fibrillation. 

Lamb (1937) emphasizes the importance 
of a long, rumbling, diastolic murmur, 
existing throughout diastole, as indicative 
of a high degree of structural damage of the 
mitral valve and definitely increasing the 
risk of failure, and states that 62 per cent of 
these women decompensated. Harris (1937) 
states, however, that no difference in 
prognosis can de deduced from the type of 
lesion, whether mitral stenosis alone, or 
aortic regurgitation, or both together; and 
in Hunt’s series of 156 cases, reported by 
Maurice Campbell (1926), aortic lesions 
were found to be no more unfavourable 
than mitral. The help gained also from the 
cardio-thoracic diameter is equivocal since 
there is a displacement of the heart, which 
makes interpretation of the sign of doubtful 
value and, as Gilchrist (1931) warns, a 
small heart may fail and a large one stand 
the strain of repeated pregnancies. Gener- 
ally speaking, Lamb (1937) states, the 
longer the duration of the disease, the 
greater the possibility of failure developing 
during pregnancy, and in the series he 
reports decompensation occurred in 4 of the 
7 cases seen with active rheumatic disease. 

Auricular fibrillation is recognized by all 
authors to be a serious complication, and 
Lamb (1937) states that decompensation 
occurred in 75 per cent of those patients 
with it. In the series reported here, there 
were 7 patients who had or who developed 
auricular fibrillation ; 3 died, and the condi- 
tion of the remaining 4 was described as 
only fair on their discharge. Gilchrist (1931) 
also stresses the importance of a previous 
history of heart failure which, although 
followed, as it usually is, by recovery from 
the first attacks, may cause such damage to 
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the heart that it leaves a diminished field of 
effort, and the patient is more readily prone 
to further attacks. Jensen (1938), too, 
states that a patient may pass through many 
pregnancies without the heart becoming 
decompensated, but, if this condition occurs 
in any one pregnancy, she very rarely 
passes through a subsequent one without 
the heart becoming decompensated again. 
Termination of the pregnancy in those 
patients should be carefully considered. 

Should the decompensation be caused by 
an acute cold or transitory strain, however, 
the outlook is better, since compensation is 
usually readily regained when the cause is 
removed. 

Therefore, in assessing the patient’s 
ability to go through the strain of preg- 
nancy, full care is given to the avoidance of 
decompensation which is attended by a 
high mortality rate—in this series 10.7 per 
cent in Groups III and IV as compared with 
0.6 per cent in Groups I and II. Patients 
in the early months of pregnancy in Group 
III who fail to respond to medical treat- 
ment, Group IV patients who are already in 
heart failure and patients with auricular 
fibrillation should therefore be advised to 
have the pregnancy terminated. 


THE MANAGEMENT 


Medical Treatment. 

The medical treatment during pregnancy 
consists, briefly, of : 

1. The maximum rest possible for every 
patient—at least 2 hours in the afternoon 
and 12 hours nightly. 

2. Examinations carried out at weekly 
intervals throughout the whole of the 
pregnancy. 

3. Instruction given to the patient to 
avoid chills and upper respiratory tract 
infection and to treat them seriously should 
they occur. An illness which at other times 
may be trivial may well be the signal of a 
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break in compensation and_ precipitate 
heart failure. 

"4. Admission to hospital of all heart 
cases for one week—preferably about the 
28th week of pregnancy—for observation 
and assessment; and again one week 
before delivery for complete rest and 
reassurance. 

Hamilton (1947) lays stress on the fre- 
quent examination of the patient, particu- 
larly watching for the appearance of 
crepitations at the lung bases which, as 
Mackenzie (1921) stressed, heralds the 
onset of heart failure. Stander (1942) 
emphasizes what he calls stubborn medical 
care, insisting that the patient keeps to a 
strict daily routine worked out with her, 
and that she should immediately report 
any new development such as breathless- 
ness or an upper respiratory tract infection : 
he also stresses the seriousness of both 
anaemia and upper respiratory tract infec- 
tion, regarding the latter as especially 
ominous and stating that it may be the first 
signal of a break in compensation of the 
heart. Jones (1944), too, states that 
bronchitis and influenza are often the 
precipitating causes of heart failure in 
pregnancy: and since, he adds, in his series 
20 per cent of the patients developed upper 
respiratory tract infections, it is wise to 
warn the patient of this and confine her to 
bed until she is better. Fitzgerald (1935) 
admits to hospital patients who are unable 
to do light household work without breath- 
lessness, if they have a persistent cough, or 
if their pulse is over 100, or if they need an 
extra pillow to sleep at light. Hamilton and 
Carr (1933) advocated an even more 
restricted regime than usual for patients of 
35 years or older, stating that, although age 
alone does not forbid pregnancy toa patient 
with heart disease, these patients are twice 
as likely to fail under the same conditions 
as those less than 35 years of age. 

At Queen Charlotte’s Hospital advantage 


has been taken of the Home Help Scheme 
and assistance is provided for those for 
whom the heavy routine of housework, 
the queueing and the shopping, is proving 
too great a strain. 


Obstetric Treatment 

According to the American Heart 
Association classification, the care during 
labour can be planned, and the type of 
labour anticipated. 

Group I. Normal delivery at term can be 
expected. 

Group II. Normal delivery at term, 
aided by forceps, if there is delay in the 
second stage. 

Group III. Forceps delivery early in the 
second stage, unless advance is rapid and 
delivery quick. The large majority of 
patients in this group, however, with care- 
ful medical treatment during their preg- 
nancy, can be brought into Group II and so 
treated. It is common to find that many of 
the patients in this group have been doing 
too much work, and complete rest in bed 
produces marked improvement; but should 
there be a failure to respond to treatment in 
early pregnancy, therapeutic abortion is 
advised. 

Group IV. No obstetrical treatment of 
any kind should be attempted until the 
patient is thoroughly rested and the heart 
fully digitalized. The patient in such an 
extremity stands interference badly. After 
rest and improvement, however, termina- 
tion of an early pregnancy is undertaken. 
If seen in the latter part of pregnancy com- 
plete rest in bed should continue to term 
and a vaginal delivery, aided, if necessary, 


_by forceps, is considered the safest method 


of delivering the patient. There is a ten- 
dency amongst patients in this group to 
go into premature labour before medical 
treatment has had a chance. In such a 
situation the patient is a bad surgical risk, 
and it is safer to allow her to continue with 
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a well-sedated first stage of labour and to 
deliver her, if necessary, with forceps, than 
to submit her to an abdominal operation. 

There seems to be a definite course of 
labour, peculiar to the patient with heart 
disease, which allows the great majority to 
have a spontaneous and easy delivery. 
MacLennan (1933) states that labour in the 
cardiac patient is frequently short and 
precipitate and, in his series of cases, the 
average duration of labour in primiparae 
was slightly less than 8 hours; in multi- 
parae, 6 hours. Mendelson (1944) states, 
however, that his data do not support the 
view that cardiac patients have short 
labours. In the present series the average 
length of labour in primigravidae was: first 
stage 17 hours, second stage 1 hour 7 
minutes; in the multiparae the average 
length of labour was: first stage 6 hours 57 
minutes, second stage 24 minutes. While 
the first stage of labour was therefore of 
average length in this series, the second 
stage was short but, equally important, it 
was typically accomplished with ease. 
The average weight of the baby in the series 
was 7 pounds 7 ounces, which, considering 
the proportion born prematurely, is well up 
to the normal size. 

In the patient with heart disease there is, 
then, an easy effacement and dilatation of 
the cervix, followed by a quick descent of 
the head, without undue straining. This 
softness and succulence of the cervix, and 
ready resilience of the pelvic tissues may be 
due to an increased local congestion and 
may, too, explain why the labour of the 
Group III and IV patient is often accom- 
plished with surprising suddenness and 
absence of strain, obviating the necessity of 
forceps delivery. With the quick descent 
of the head there is no need for high 
forceps, which might produce a state of 
severe shock. One of the great dangers to 
the patient with cardiac disease is when 
labour is prolonged, or when shock accom- 
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panies any interference. There was a fatal 
termination in 2 such complicated cases 
in the present series, one after manual 
dilatation of the cervix for foetal and 
maternal distress, in a patient already 126 
hours in labour and the other immediately 
following manual removal of the placenta. 
Obvious dystocia, such as that associated 
with disproportion between the foetal head 
and the pelvis, or a large child presenting 
by the breech, precludes a vaginal de- 
livery; and there can be no place for trial 
of labour in patients with heart disease. 
Anxiety or fear as a cause of uterine 
inertia can be met by rest and assurance 
during the week’s stay in hospital prior 
to delivery, by a simple explanation of the 
process of labour and by the early use of 
morphia. Morphia is the drug par excel- 
lence for the patient with heart disease, 
since it gives her relief from worry and eases 
the pains of labour, both of which, rather 
than effort or straining, cause an increase 
in pulse-rate and breathlessness. Mendel- 
son and Pardee (1942), appreciating these 
dangers, advise immediate digitalization of 
the heart should the pulse-rate rise above 
110 or the respirations above 24 per minute 
during the first stage of labour: and, they 
state, such rise in pulse and respiratory 
rates preceded each instance of cardiac 
failure which occurred in their patients in 
the puerperium; whilst no case of heart 
failure occurred in their patients with 
pulse and respiration rates below these 
levels during the first stage of labour, 
regardless of the severity of the cardiac 
condition. Avoidance of delay, therefore, 
is a major tenet in the treatment; and since 
artificial rupture of the membranes is so 
frequently associated with prolonged 
labour, the patient tending to worry about 
the delay, and her pulse-rate increasing, it 
is a mode of treatment to be advised only 
after careful consideration. Neither should 
there be any place for the recommendation 
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that pregnancy be terminated in this way 
so as to have a smaller baby and an easy 
labour. 

The anaesthesia which is well suited for 
the second stage of labour is a pudendal 
block with } per cent novocaine and, 
usually, a local infiltration of the perineum, 
done at the beginning of the second stage. 
Should low forceps be required, no further 
anaesthesia will, as a rule, be found neces- 
sary, but occasionally, as in the present 
series, gas and oxygen have been used to 
supplement the local anaesthesia, although 
in most American clinics light ether is pre- 
ferred. 

The third stage of labour has a small, 
but definite, risk for the patient with cardiac 
disease. The more or less sudden decrease 
in the intra-abdominal pressure, together 
with the lowering of the diaphragm and the 
abrupt change in the cardiac axis, and the 
closure of the utero-placental circulation 
can be factors which may lead to cardiac 
failure, requiring treatment by venesection, 
cardiac stimulants and oxygen. 


THE POSITION OF CAESAREAN SECTION IN 
RHEUMATIC HEART DISEASE. 


The role of Caesarean section for the 
patient with heart disease is a limited one. 
There was a time when the operation was 
performed more frequently and with 
results which greatly lowered the then 
existing maternal mortality from heart 
disease. This, states Jensen (1938), was 
due to the previous results being so bad, 
owing, in turn, to premature induction and 
interference, which was then the treatment 
under the belief that the patient had to be 
rid of the pregnancy as soonas possible. In 
America, Caesarean section in the presence 
of heart disease is yearly becoming rarer 
and Greenhill (1946) considers that the 
operation is not justified where the sole indi- 
cation is rheumatic heart disease. 


In Fitzgerald’s- series (1935) of 126 
women, with severely damaged hearts, no 
patient was delivered by Caesarean section 
because of the heart condition. No maternal 
death occurred in his series during preg- 
nancy or labour, but there was 1 death 6 
weeks postpartum from acute bacterial 
endocarditis. 

Mendelson and Pardee (1924) reported 
a series of 200 cases of pregnancy compli- 
cated by rheumatic heart disease, in which 
only 1 patient was delivered by Caesarean 
section and the remainder vaginally, with- 
out a death in the entire series. In another 
series of 162 Group III and IV cases, 
Mendelson (1944) reports a mortality of 
12 per cent, following abdominal delivery 
compared with none atall following vaginal 
delivery, and all the abdominal operations 
were elective Caesarean sections without 
haemorrhage, while at the same time, he 
states, there was nothing in the histories 
of the abdominal group to make them 
appear as the most serious cases, yet there 
was no doubt about the severity of the 
vaginal group, which included 34 Group 
IV cases and 7 with auricular fibrillation. 
Nevertheless, while the data show that 
Caesarean section is performed less fre- 
quently in Group III and IV patients, there 
is no justification (Mendelson concludes) for 
the statement that Caesarean section should 
never be performed in the presence of heart 
disease. 

MacLennan (1933) says, too, that the 
results of Caesarean section compare un- 
favourably with those of forceps delivery; 
and in his Group III patients there were 22 
spontaneous deliveries with 2 deaths, and 
16 Caesarean sections with 2 deaths. He 
adds that in commencing cardiac failure, 
the shock of a surgical operation, combined 
with a sudden emptying of a large abdo- 
minal viscus, is considerable, so that the 
justification for the operation is open to 
question. 
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Caesarean sections were performed on 21 
patients with rheumatic heart disease in the 
present series, in the following groups: 1 
in Group I; 6 in Group II; ro in Group III 
and 4in Group IV. One death occurred, in 
a Group III patient, giving a mortality- 
rate of 4.8 per cent. In 4 of the above 21 
patients, other complicating factors caus- 
ing dystocia were present. There were no 
stillbirths in this series of Caesarean sec- 
tions, but the neonatal death-rate was 4.8 
per cent. 

In elective Caesarean sections performed 
for disproportion on 186 patients with 
normal hearts over the same period of 10 
years at Queen Charlotte’s Hospital, the 
maternal death-rate was 1.2 per cent, the 
stillbirth-rate 0.6 per cent, and the neonatal 
death-rate, 3.8 per cent. It is necessary, 
therefore, that the risk of Caesarean section 
per se should be borne in mind when advis- 


_ ing this procedure. 


There is, nevertheless, a very definite 
place, I consider, for Caesarean section in 
the patient with heart disease. Where there 
is the possibility of prolonged or difficult 
labour, Caesarean section, with its known 
amount of strain, is to be preferred. There 
is, also, the type of patient, who late in 
pregnancy has reached an optimal pitch of 
improvement, or in whom improvement 
cannot be maintained and termination of 
the pregnancy is advisable. Such an indica- 
tion should be rare, however, since, as 
Mendelson (1944) states, there are few 
patients, having reached the latter part of 
pregnancy, whose condition cannot be 
maintained until they reach term. Toxae- 
mia of pregnancy may form an indication 
for termination of the pregnancy and either 
rupture of the membranes or a Caesarean 
section must be performed. In the multi- 
gravid patient with the cervix soft and 
already partially dilated and perhaps the 
head well down, rupture of the membranes, 
performed without an anaesthetic, can be 
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succeeded by a quick and easy labour. In 
other instances, where, for example, the 
cervix is long and closed, this procedure can 
be a serious risk, associated as it often is 
with prolonged labour, the patient anxious 
and distressed at the delay and her pulse- 
rate increasing: and there is the pos- 
sibility of adding to the risk of sepsis and 
shock by some form of interference, which 
is so dangerous to the patient with a 
damaged heart. Crighton Bramwell (1935) 
reports that induction of labour, performed 
in 27 of his patients, had a mortality-rate of 
14.8 per cent, whilst in the same series there 
were 12 Caesarean sections, with a mor- 
tality-rate of 8.3 per cent. Both forms of 
treatment are, therefore, grave under- 
takings, with Caesarean section the lesser 
risk to the patient in most circumstances. 

The need for sterilization is not regarded 
as an indication for Caesarean section, but 
it can be performed, if indicated, at the end 
of this operation; it is best, however, 
to wait until a more favourable time to carry 
out this procedure. Nowadays, with the 
accurate estimation available of ovulation 
time, more dependence can be placed on 
contraceptive methods, which, therefore, 
may also obviate the necessity for steriliza- 
tion at a later date. 


TYPE OF HEART LESION. 


The present series of cases consists of 225 
patients, with the following heart lesions : 


Mitral stenosis, with or without mitral 
incompetence Kn sea ee aes 
Mitral stenosis, mitral incompetence, 
aortic incompetence n>! Me 2 
Aortic incompetence 
Myocarditis rt Maller C 
Auricular fibrillation 
Paroxysmal tachycardia 
Auricular flutter 
Mitral incompetence 
Congenital lesions 
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CONGENITAL HEART DISEASE. 
The incidence of congenital heart disease 
is given by Mendelson and Pardee (1942) 
to be 1.89 per cent; by Abbott (1936) as 1.2 
per cent; Bramwell and Longson (1938) 
4 per cent; and McIlroy and Rendel (1931) 
3 per cent of all organic heart disease cases. 
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foramen ovale, inter-ventricular septal de- 
fects and patent ductus arteriosis all forma 
special category by virtue of the possibility 
of a veno-arterial shunt, although this is a 
rare accident and may be prevented by 
avoiding strain during labour and by the 
early use of forceps during the second stage. 


Table of Congenital Heart Disease and Pregnancy in the Present Series. 





= - 








Age’ Gravid Mat | Lesion Group Labour Mother Child Remarks 
2 40 Exact nature unknown = 2 Spontaneous delivery A A 
29 2 40 i I Pe gs A A 
28 2 38 a I i oe A A 
24 I 40 nr I rf re A A 
39 2 42 Patent inter-ventricular 1 oe A A 
septum . 
21 I 34 Exact nature unknown 4 Caesarean section A A Also pulmonar 
D tuberculosis 
and twins 
27 4 40 ‘3 2 Spontaneous breech A A 
é delivery 
24 I 40 Pulmonary stenosis 2 Forceps A A 
24 I 38 Patent inter-ventricular 4 Spontaneous delivery A A 
septum 
33 3 40 Coarctation of the aorta 1 re Sn A A 
25 2 38 Patent ductus arteriosus 2 x - A A 
25 I 38 Inter-auricular septal I Caesarean section A A 
defect 
31 2 40 Inter-auricular septal I Spontaneous delivery A A 
de-ect 





Maternal deaths—o 


In the present series of 225 cases the con- 
dition was found in 13 patients, a percent- 
age of 5.8. If the congenital heart lesions 
with the ‘‘ exact nature unknown’’ were 
omitted the incidence in this series would be 
3.1 per cent. 

The most serious of these lesions is 
congenital coarctation of the aorta and a 
patient with this lesion is advised against 
pregnancy. Should she become pregnant, 
however, Caesarean section is indicated in 
order to avoid the strain of labour, which 
may cause a sudden catastrophe such as 
rupture of the aorta or cerebral haemor- 
rhage. There is less risk to the patients with 
other types of lesions, but Mendelson and 
Pardee (1942) state that a widely patent 


Foetal deaths—1 


The recent successful treatment of coarc- 
tation of the aorta by operative removal of 
the stenosis may, however, ultimately 
change the outlook in this fell disease, so 
that no longer will the sword of Damocles 
hang over the heads of these unfortunate 
women, 


THE RHEUMATIC HEART GROUP. 


Of the 212 cases of heart disease in this 
series which were not of congenital origin 
194, or 91.5 per cent, gave a definite history 
of rheumatic fever: but, since in the re- 
maining 18 cases rheumatic fever could not, 
with certainty, be excluded as a cause of 
that heart lesion, the 212 cases have been 
considered together. 
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le- it able of the Group with Rheumatic Heart Disease in the Present Series. 
la ‘Group I Group II Group ut _ Group Iv Totals 
ty Number of patients a — 72 37 a ae 212 
a Percentage in group ... 40.6 34.0 17.4 8.0 100.0 
oy Spontaneous delivery .. 73 50 16 2 141 
he Forceps delivery ... . II 16 5 5 37 
Patients delivered after 
ec. 28th week, total per- 
centage per vaginam 97.7 91.7 67.7 63.6 
Caesarean section I 6 10 4 21 
Hysterotomy ... ate I o 6 5 12 
a Died undelivered ... ... oO o oO a I 
e| Maternal deaths o I 3 3 7 
Percentage maternal 
deaths oO 1.4 8.1 17.6 
Stillbirths wad 4 fe) I I 6 
Neonatal deaths tr oO 2 I I 4 
* Included in next column figure 
honar 
r Analyzing the figures in the table it tality-rate (8.3 per cent) of abdominal 
will be seen that there are more patients hysterotomy is lower than the mortality- 
in the less dangerous GroupsI and II, and _ rate (10.7 per cent) associated with Group 
that the majority have a spontaneous de- III and IV patients who proceeded with the 
livery. pregnancy. 
; The stillbirth-rate in the series was 3 per 
Percentage with Spontaneous Delivery cent, including 4 cases complicated by 1 
} Group Present Gilchrist Stander Maclennan toxaemia, I vasa praevia, I accidental 
series —_(1931) (1942) (1933) haemorrhage, 1 artificial rupture of mem- 
aa I 85.9 84.6 74.6 Wieser ,, branes; the corrected stillbirth-rate was, 
majority . ‘ 
- a "0 a se therefore, 2 out of 199 deliveries, or I per 
Il 51.6 55-6 31.6 44-5 cent. The neonatal death-rate was 2 per 
IV 18.1 9.0 15-7 as cent. These figures compare well with the 
a rates for all patients admitted to Queen 
. Of the vaginal deliveries which ended in Charlotte’s Hospital over a period of 10 
ly the use of forceps, the rate in each group years—which were stillbirths, 2.9 per cent; 
ad was: neonatal deaths, 1.6 per cent. 
les Group I, 13.1 per cent; Group II, 24.2 The higher neonatal death-rate associ- 
ite per cent; Group III, 23.3 percent; Group ated with the patient with cardiac disease 
IV, 71.4 per cent. may, at least in part, have an explanation 
The Caesarean-section rate has already in the greater frequency of premature 
. been discussed. It is higher, I think, than labour in these patients. 
- need be, but the rate for the later years of The average age of the patients in the 
ym the series has been lower. series was 28.9; I3I were primigravidae, ot 
ry There were 12 abdominal hysterotomies, whom 13, or 9.9 per cent, were in Group 
2 with r death in a Group IV patient: the IV, and 81 were multiparae, of whom only 
hysterotomy in the Group I case was for 4, or 4.9 per cent, were in Group IV.: It is 
Q a patient with mitral stenosis and aortic of interest to note, therefore, that there 
0 | regurgitation, who already had 3 healthy were more seriously affected hearts in 
children, It can be noted that the mor- primigravid patients and this is emphasized 
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by the fact that all of the 7 patients in this 
series who died were primigravidae, and in 
a group of cases reported by Crighton Bram- 
well (1935) there were 145 primigravidae 
with 13 deaths (9 per cent), 155 multi- 
parae with only 4 deaths (2.6 per cent). 
The average age of the patients who showed 
cardiac decompensation was 29.8 years; 
and as regards the time of failure develop- 
ing, 70 per cent failed after the 24th week 
of pregnancy. These figures suggest that 
the condition of the heart is a more decisive 
factor in prognosis than the parity ; and that 
it isin the latter half of pregnancy, as might 
be expected, that the greatest strain falls 
on the heart—a fact to be remembered 
where there is early decompensation and the 
question of abortion is being considered. 
The average duration of pregnancy for all 
patients proceeding beyond the 28th week 
was 39 weeks, and in the Group IV patients 
pregnancy lasted on an average 37.7 weeks. 
In the pregnancies going beyond the 28th 
-week and ending fatally, the average 
length of the pregnancy was 36.8 weeks, 
showing that prematurity is associated with 
cardiac decompensation. 

There are several factors of interest and 
importance in the records of the 7 fatalities 
of this series. Four of the patients were in 
functional Group II when first seen; 1 died 
in this group—a patient already 126 hours 
in labour requiring manual dilatation of 
the cervix and forceps delivery for maternal 
and foetal distress—whilst the others 
became worse as pregnancy advanced, 2 
changing to Group III and 1 to Group IV. 
Changes from Group II to Group III are 
not uncommon especially about the 28th 
week of pregnancy, but, as stated, in the 
large majority of cases a week’s real rest 
in bed restores the patient to her own 
original group. It is disconcerting to find, 
however, that some of these Group II 
patients may become worse and develop 
cardiac failure, which may have a fatal 


outcome, thus supporting the dictum of 
Hamilton and Thomson (1941) that ‘‘ any 
‘cardiac’ may fail at any time.”’ 

It was noted, too, that 3 out of the 4 
patients in this series who went into labour 
and who died, had a pulse of over 112 
during the first stage of labour: and one 
recalls again Mendelson’s advice on the 
value of recording the pulse-rate in the first 
stage of labour and on the exhibition of 
digitalis. 

Jensen (1938), commenting on the time of 


-death in heart cases, said that the com- 


monest time was between the 5th and 28th 
day after delivery, and he found conges- 
tive heart failure to be the cause of death in 
at least 70 per cent of the cases he reviewed. 
Sheehan and Sutherland (1940), asking 
whether the deaths are the result of an 
acute myocarditis or an acute endocarditis, 
found that nearly all of their obstetric 
patients, whose hearts had been decompen- 
sated, or who died cardiac deaths, had 
recurrent endocarditis (i.e. fresh vegeta- 
tions on the heart valves). The question 
further arises whether the recurrent endo- 
carditis, which is associated with a myo- 
carditis which may lead to congestive 
failure, causes or is caused by the decom- 
pensation, or whether both are a result of 
a third unknown factor. Jensen (1938) 
could not, however, find convincing evi- 
dence that pregnancy shortens the life of 
patients with chronic valvular disease; and 
if, as Sheehan and Sutherland (1940) 
suggest, pregnancy is the exciting cause of 
the recurrent endocarditis, such a shorten- 
ing of life might be expected with the further 
scarring of the valves or from emboli. 
Of the fatalities recorded in this series, 71.4 
per cent were due to congestive failure ; and 
as regards the time of death, 2 patients died 
at the end of the third stage of labour; 2 
in the puerperium, 1 on the 3rd and I on 
the 15th day after premature spontaneous 
delivery; 1 died undelivered at the 32nd 
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week ; 1 three weeks later after hysterotomy 
at the 18th week of pregnancy, and 1 the 
3rd day after a Caesarean section. 


THE PUERPERIUM. 

Puerperal infection is a grave danger 
with its risk of organisms settling on the 
damaged heart valves, and subacute 
bacterial endocarditis is a not uncommon 
cause of death at this time. In 1937 I drew 
attention to the possibility of postmortem 
culture of the damaged heart valves show- 
ing the existence of a higher proportion of 
bacterial endocarditis than would otherwise 
be found. In some American clinics this 
danger from puerperal infection is con- 
sidered serious enough to promote the use 
of prophylactic chemotherapy immediately 
after labour. 

Patients whose hearts have decompen- 
sated—those in Groups III and IV—should 
be on an hourly pulse-chart during the first 
puerperal week, and any change in rate or 
thythm carefully watched for. Examina- 
tion of the records of the present series 
shows that the pulse does not usually settle 
down until the roth to the 14th day, and 
since it is found that the sleeping pulse is 
typically slower, sedatives should be given 
to ensure long and restful sleep, and worry 
avoided. -At the end of 14 days, provided 
that the pulse has settled and the patient is 
otherwise well, she is permitted to get out 
of bed, and slowly increase the ambulatory 
period during the ensuing week, being fit 
for discharge from hospital usually by the 
end of the 3rd week. 

Nursing the baby on the breast is 
a hazardous task, for which neither Group 
III nor Group IV cardiac patients are fit, 
and bottle-feeding should be established in 
such cases. 


PROGNOSIS. 


The task of giving an accurate prognosis 
of the course of pregnancy in a woman suf- 
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fering from heart disease is notoriously 
difficult, and opinions have to be given with 
caution. Since most of the fatalities occur, 
as mentioned, in the puerperium, judgment 
must be withheld until that period is passed. 

It is true that the large majority of 
patients, in whom physical disability is 
slight, will go through pregnancy without 
undue risk. It is equally true, however, 
that the strain of pregnancy and labour may 
be fraught with danger, or even prove 
fatal to some women who have hitherto 
enjoyed a fairly active life; and at a 
follow-up of some of these patients it was 
found that those who showed a deteriora- 
tion during their pregnancy were in a less 
favourable group than those who remained 
well, 

Rheumatic heart disease is itself pro- 
gressive and the life of the patient draws 
inexorably to an early close while still often 
in its prime. This would help to explain, 
in some instances, the severity of the con- 
dition and also the fatalities encountered 
in the young primigravida. 

Gilchrist and Murray-Lyon (1933) say 
that repeated pregnancies tend to shorten 
the span of life in women suffering from 
rheumatic heart disease and ultimately to 
increase the risk of death from congestive 
heart failure; but while pregnancy should 
be avoided in the severer grades, they con- 
clude that one or two pregnancies do not 
shorten the expectation of life in the 
majority of patients with heart disease. 

The prognosis has, too, greatly im- 
proved, with better antenatal and intra- 
partum care and, although this is still 
incomplete, with the better understanding 
of the behaviour of the heart under the 
burden of pregnancy. Towards this end 
the functional classification of the American 
Heart Association is considered to be one 
of the best prognostic indices and guides to 
treatment, but further study may show that 
even it may require modification. 
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All observers agree that the danger to be 
avoided is decompensation of the heart 
and, while the treatment of cardiac failure 
is preventive, keeping a close watch on the 
patient and interrupting the early preg- 
nancy if there is no improvement in 2 to 3 
weeks, it is the development of heart failure 
in the Group II patient which is a disturb- 
ing feature. It is possible, to explain this, 
that patients in both Groups I and II, being 
relatively in good health, are not sufficiently 
warned about the physical limitations 
associated with their condition and tend to 
do too much, or are not seen at sufficiently 
frequent intervals, so that any deterioration 
in their condition progresses unobserved. In 
how many antenatal clinics to-day is it 
common to find the patient with heart 
disease reporting at 3- or even 4-weekly 
intervals during her pregnancy ? It may be, 
therefore, that if the warning signs of de- 
compensation were assiduously sought for 
at weekly intervals, failures would be fewer 
and the dictum of Hamilton and Thomson 
(p. 194) will be changed to ‘‘ any uncared 
for ‘cardiac’ may fail at any time.” 
Another possible means of preventing 
cardiac decompensation is the strong advo- 
cacy of stubborn medical care, outlining the 
daily routine with the exact amount of work 
and rest for each patient, and an insistence 
on its strict observance. Patients who have 
shown signs of cardiac failure and are 
proceeding with the pregnancy should 
undoubtedly be advised to stay in hospital 
until safely delivered. 

The second point I would like to make 
is that the lowered mortality owes no little 
to the better choice of patients who are 
allowed to proceed with pregnancy. In the 
early months of pregnancy the Group IV 
patients, and those in Group III who do 
not improve with treatment, the patients 
with auricular fibrillation, and those with 
a history of previous attacks of heart 
failure should be advised to have the 


pregnancy terminated. Termination of 
pregnancy is, however, always so serious 
an undertaking that there is no doubt that 
the responsibility devolves upon cardiolo- 
gists to advise and instruct their Group II] 
and IV patients against becoming preg- 
nant. 


The third point concerns the actual 
delivery of the patient. This should, with 
few exceptions, undoubtedly be by the 
vaginal route in all groups where rheu- 
matic heart disease is the sole complication. 


There is finally the important question of 
the aftercare of the patient. The old saying 
is true, that the babe in the crib is a greater 
danger than the babe in the womb: and 
the unending toil and burden of the daily 
task may well prove too much for the 
damaged heart and needlessly shorten the 
patient’s expectations of life. Assistance 
from the Home Help Scheme should, 
therefore, when necessary, be arranged, 
and a sympathetic health visitor advise the 
patient on the social limitations of her life. 
Arrangement should also be made for the 
woman’s attendance at a cardiac clinic, 
where she will receive periodic supervision 
and guidance on a further pregnancy. 


In the Ingleby Lectures of 1931, Blair 


Bell, discussing ‘‘ the terrible role of dis- 


ablement which follows in the wake of L 


motherhood,’’ said that 10 per cent of 
mothers were more or less crippled as a 
result of childbearing and he advised, with 
far vision, that lives could be saved not only 
by skilled antenatal care but, as in the case 
of heart disease, by preventing in child- 
hood the onset and development of the 
illness. 


The maternal death-rate from heart 
disease is high, but it is steadily falling, and 
with Blair Bell’s advice in mind and with 
earnest co-operation between cardiologist 
and obstetrician, still better results await us. 
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HEART DISEASE IN PREGNANCY 
SUMMARY. 


In the review of 29,713 patients who 
attended Queen Charlotte’s Maternity 
Hospital during the decade 1937 to 1946 the 
total number with heart disease was 225, an 
incidence of 0.8 per cent. 

Thirteen of the patients had congenital 
heart lesions, and a definite history of 
theumatic heart disease was obtained in 
g1.5 per cent of the remainder. 

The maternal mortality rate in the series 
was 3.1 per cent. The stillbirth rate was 
3 per cent, corrected to 1 per cent, and the 
neonatal death rate was 2 per cent. 

Heart disease was shown to be gaining a 
more prominent position as a cause of 
maternal death, accounting for II.5 per 
cent of the maternal deaths from all causes, 
during the 10 years reviewed. 

Change of group during pregnancy, 
especially at about 28 weeks, was not 
uncommon, but complete rest in bed was 
usually sufficient to restore the patient to 
her original group. 

Admission to hospital at the 28th week 
of pregnancy for complete rest and assess- 
ment and again a week before term is 
advised for all heart cases. 

The importance of antenatal care has 
been stressed in order to obtain assurance 
that the patient is carrying out the strict 
regime set out for her and to discover 
immediately the early signs of cardiac 
decompensation. 

Therapeutic abortion is advised for 
patients in Groups III and IV who do not 
improve in early pregnancy, and for those 
seen at this time with auricular fibrillation, 
or who give a history of previous heart 
failure. 

Vaginal delivery is considered best for 
patients with heart disease in the absence of 
any other complication. 

Caesarean section has however a definite 
place where dystocia is anticipated. The 
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dangers of prolonged labour and accouche- 
ment forcé in heart disease are also empha- 
sized. 

The patients in this series who died were 
all primigravidae; and it was noted that 
out of 131 primigravidae 9.9 per cent were 
in Group IV, and out of 81 multiparae only 
4.9 per cent were in Group IV. 

The average age of the patients who 
developed decompensation was 29.8 years, 
70 per cent developing heart failure after 
the 24th week of pregnancy. 

The failure of the Group II patient is 
considered a real danger, and this compli- 
cation is discussed. 

The Home Help Scheme to relieve the 
arduous daily tasks of the mother, both in 
the antenatal and postpartum periods, has 
an essential place in the treatment. 


I wish to acknowledge the kindness of 
Members of the Honorary Staff, who have 
given me access to their cases. 
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“Catalogue of Medical Films.’’ Aslib, London, 
1948. Pp. 125, 7S. 6d. (6s. to Aslib members.) 


THis volume, compiled by the Royal Society of 
Medicine and the Scientific Film Association, con- 
tains the title list of 800 films with fuller details of 
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200. All the latter group, which includes several 
on obstetrical, gynaecological and kindred subjects, 
are available for loan purposes. Many of the re- 
maining 600 are also available. The present 
catalogue is to be regarded as interim and a fuller 
publication is promised at a later date. 





AN INTERNATIONAL CONGRESS ON OBSTETRICS AND 
GYNECOLOGY 


Reprinted from AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY, 
Vol. 55, No. 1, January, 1948. 


In a previous editorial (November, 1947), we 
commented upon the desirability and importance 
of holding an international congress devoted to 
this important field of medicine. It is of interest 
to report that the Board of Directors of the 
American Committee on Maternal Welfare have 
agreed to sponsor such a conference in conjunction 
with the Fourth American Congress, and it was 
decided to hold it in New York City at the Hotel 
Pennsylvania, May 14 to 19, 1950. The place of 
meeting is the metropolis of the Western world, 
and is readily accessible by accepted modes of 
travel from all parts of the globe. 

Preliminary plans include a program in which 
each morning of the four-day scientific sessions is 
to be devoted to formal presentation and discussion 
oi a general topic. The afternoon sessions are to 
be given over to round table and informal dis- 
cussions of these subjects. Tentatively selected are 


‘cancer of the female genitals, physiology and 


pathology of reproduction, and gynecologic pro- 
cedures. 

The field of obstetrics and gynecology involves 
wide implications, therefore it is important to 
include all interested groups—doctors, nurses, 
hospital administrators, public health personnel, 
and medical educators. An additional session at 
the close of the conference may be devoted to a 
presentation oi economic and sociologic problems 
under the auspices of the National Federation of 
Obstetric-Gynecologic Societies. 


199 


In addition to the academic presentations to be 
made at the Congress there will be extensive 
technical and scientific exhibits, as well as social 
events. There will be opportunities for the partici- 
pants from foreign countries to mingle with each 
other, peacefully to discuss their problems, and 
to become acquainted. There is nothing more likely 
to develop progress and interest in the advance of 
the speciality than such harmonious personal con- 
tacts. In conjunction with the Congress, it is 
likewise planned to develop clinics in various of 
the larger medical centers and hospitals of the 
country both before and afterwards, so that foreign 
visitors will have an opportunity to acquaint them- 
selves with the advances of American institutions 
in this field. 


Further details of the various activities will be 
announced as soon as plans are developed. 


The executive offices of the Congress are located 
at 24 West Ohio Street, Chicago 10, Illinois, 
U.S. A., and all inquiries should be addressed to 
the General Chairman, Dr. Fred L. Adair. 


The American profession is pleased to welcome 
the visitors to what is looked forward to as an 
unequaled opportunity for the advance of this 
important branch of medicine, for the commingling 
of people inspired by the same endeavors can only 
bespeak progress in a subject of global interest, for 
womenkind, healthy and well, means world-wide 
happiness. 





REPORTS OF SOCIETIES 


INTERNATIONAL SOCIETY OF 
HEMATALOGY 


The International Society of Hematology will 
hold its bi-annual meeting at the Hotel Statler in 
Buffalo, New York, 23rd to 26th August, 1948. 

The following time has been tentatively allotted 
for symposia and presentations: half day on 
general subjects, including radio-active and stable 
isotopes in haematology; half day for problems and 
diseases related to the red cells; half day for 
problems and diseases related to white cells; 1 day 
for immuno-haematology, Rh-Hr (CDE-cde) anti- 
gens and antibodies, and haemolytic anaemias; 
half day for coagulation problems and haemor- 
rhagic diseases; and half day for business meeting. 

Scientific exhibits will be presented in the south 
wing of the 17th floor of Hotel Statler. Applica- 
tions for the presentation of scientific exhibits are 
now being received by Dr. O. P. Jones, Department 
of Anatomy, University of Buffalo, Buffalo, New 
York. Chairman of the Programme Committee is 
Dr. Ernest Witebsky, Buffalo General Hospital, 
Buffalo, New York. 

Dr. Eduardo Uribe Guerola, Leibnitz No. 212, 
Nueva Colonia Anzurez, Mexico, D.F., is in charge 
of the programme from South and Central America 
and Sir Lionel Whitby, University of Cambridge, 
England, is in charge of arrangements for the 
programme from Europe. Communications con- 
cerning applications for the programme will be 
received by the above-named committeemen. 

All scientific sessions and exhibits will be open 
to scientists interested in haematology. This will, 
of course, include members of the medical profes- 
sion, and those branches of science dealing with 
haematology, such as biochemistry, biophysics, 
genetics, immunology, etc. 

Communications and applications concerning 
membership will be received by the following 
members of the membership committee : 


Dr. William Dameshek, Chairman, 25 Bennett 
Street, Boston, Mass., for U.S.A. 

Dr. M. Bessis, Laboratoire de Recherches, Du 
Centre National de Transfusion Sanguine, 53 
Boulevard Diderot, Paris, France. 

Dr. Robert R. Race, Lister Institute, Chelsea 
Bridge Road, London, S.W.1., England. 

Dr. Ludwik Hirszfeld, Institute of Medical and 
Microbiological Science, Wroclaw, Poland. 

Dr. Ignacio Gonzales Guzman, University of 
Mexico, College of Medicine, Mexico, D.F., Mexico. 

Dr. Walter Cruz, Instituto Oswaldo Cruz, Caiza 
Postal 926, Rio de Janerio, Brazil. 

Dr. Alfredo Pavlovsky, Ancherena 1710, Buenos 
Aires, Argentine. 

Dr. Theodore Waugh, McGill University, Mon- 
treal, Quebec, Canada. 

Dr. Berger Broman, Royal Caroline Medical 
school, Stockholm, Sweden. 

Dr. C. R. Das Gupta, Hematology Department, 
Calcutta School of Tropical Medicine, Calcutta, 
India. 

Dr. Luis Sandoval S., Instituto de Histologica de 
la Universidad de Concepsion, Santiago, Chile. 

Dr. Rod Sirivejkul, Army Medical Department, 
Bangkok, Siam. 

Dr. Carl Rohr, Medizinischen Universitatsklinik, 
Zurich, Switzerland. 

Dr. Moises Chediak, Laboratories Chediak, 
23 No. 654 Esq., A., Banos Vedado, Habana, 
Cuba. 

Dr. G. di Guglielmo, Director of Medical Clinics, 
University of Naples, Policlinico, Napoli, Italy. 

Dr. Henrik Dam, Danmarks Tekniske Hojskole, 
Biologisk Afdeling, Ostervolgade 10’’ Trappe L., 
Kobenhavn, Danmarks. 

Those interested in attending the meetings may 
communicate with Dr. Sol Haberman, Secretary, 
The William Buchanan Blood Centre, Baylor 
Hospital, Dallas, Texas. 
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The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 
at our disposal. The Review will, however, contain in addition abstracts of articles 
which, though not of sufficient general interest for publication in the monthly volumes 
published by the British Medical Association, are yet sufficiently important for a 
specialist journal. It is to be hoped that our readers will collaborate in the preparation 
of these abstracts. Those who are willing to take part in the service are invited to 
communicate with the Editor, The Abstracting Service, B.M.A. House, Tavistock 
Square, London, W.C.1. There is special need of abstracters in foreign languages, and 
when offering his or her services the writer should indicate the language (apart from 
English) in which he or she is proficient. The name of the abstracter will be acknowledged 
in the text and payment will be made at the rate of thirty shillings per thousand words. 
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ANATOMY. 


246. Standardized Radiological Pelvimetry. HII. A 
new Method of Measuring the Outlet. 

By E. P. ALLEN. Brit. J. Radiol., 20, 164-169, 
Apr. 1947. 7 figs., 8 refs. 


In the third of his series of four articles, the author 
deals with comparatively neglected measurement 
of the pelvic outlet. The plane of the outlet is 
likened to a sling made by joining two isosceles 
triangles base to base, this line of junction being 
the most dependent part, and represented by the 
inter-tuberous diameter. The sides of the posterior 
triangle are formed by the sacro-tuberous ligaments 
and those of the anterior triangle by the descending 
pubic rami. It is argued that, though the size of 
the sub-pubic angle has clinical significance, such 
significance must be related to the space available 
posteriorly, which is determined by the pos‘tion 
of the lowest fixed point of the sacrum. 

The author has therefore set himself to devise a 
measurement which should be a function both of 
the sub-pubic angle and of the posterior sagittal 
diameter. To this end he has employed in the first 
place his ‘‘ symphysis-biparietal ’’ distance (Brit. 
J. Radiol., 1943, 11, 279). This is the length 
measured from the under surface of the symphysis 
(on a special film of the sub-pubic arch) to the trans- 
verse diameter of a semi-circular transparency, 
which represents the anterior half of the foetal head. 
The measurement is made when the semicircle is 
placed within the arch and is in contact with its 
sides (Fig. 1). This measurement gives the most 
anterior point at which the head will negotiate the 
sub-pubic arch. The only posterior obstruction is 
the tip of the fixed sacrum. The distance, there- 
fore, from the point mentioned to the sacral tip is 


x 











Fic. 1 

Transparency applied to film of sub-pubic arch. 
AB is 103 mm. long. OX is a true centimetre scale 
at right angles to AB, and reads the symphysis- 
biparietal distance from O to the lower edge of 
the symphysis. Broken lines illustrate method of 
measuring sub-pubic angle. The semicircle repre- 
sents the anteriorly-placed half of the foetal head. 


termed the available posterior sagittal diameter 
(Fig. 2). 

Graphs are given correlating the observed results 
of 297 labours with the three outlet measurements, 





Fic. 2 


Lateral view of lower pelvis (schematic) showing 
the construction necessary for measuring the 
available posterior sagittal diameter. AB antero- 
posterior of midplane. MN, locus of biparietal 
diameter of skull in its most anterior position. BX, 
available posterior sagittal of outlet. Broken lines 
are drawn parallel to line joining tips of ischial 

spines, 


sub-pubic angle, posterior sagittal diameter, and 
available posterior sagittal diameter. These show 
that the critical value of the first two of these 
measurements is ill-defined, since the slope from 
the 100 per cent normal deliveries to the 100 
per cent obstructed labours is.gradual. Prognosis 
can therefore not be. more than very approximate. 
In contrast, in the graph for the available posterior 
sagittal diameter, the slope is steep about the 
critical figure of 54 mm., allowing an exact prog- 
nosis in 70 cases out of 100. 
A. M. Rackow 


247. Roentgenography and Roentgenometry of the 
Pelvis. . 

By H. Tuomas. J. Mt Sinai Hosp., 14, 653- 
658, Sept.—Oct., 1947. 5 figs., 3 refs. 


248. Radiography of the Lymphatic System of the 
Uterus. (Radiographie du systtme lymphatique de 
l’utérus. ) 

By C. Varapy. Schweiz. med. Wschr., 77, 500- 
510, May 3, 1947. 3 figs. 

During the performance of a_ utero-salpingo- 
graphy with “‘ jodipin’’ (an iodized oil similar to 
“‘ lipiodol ’’) the lymphatics of the uterus were 
permeated by the oil and clearly outlined on the 
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radiograph. The rate of progress along the lympha- 
tics appeared to be approximately 10 cm. per hour, 
and the internal iliac lymph nodes were radio- 
logically demonstrable after 50 minutes. The 
inguinal and sacral nodes did not fill at all (the last 
radiograph was taken 3 days after the introduction 
of the oil). No ill-effects were seen either at the 
time of the injection or later, although the patient 
disregarded medical advice and insisted on remain- 
ing active and up. This unusual occurrence is 
comparable to the occasional filling of the uterine 
veins during lipiodol introduction. 
Nicolas Tereshchenko 


249. Genesis and Topography of the Pelvic Plexus. 
By A. Z. KocHERGISKY. Akush. Ginek., No. 5, 
28-31, 1947. 3 figs. 


PHYSIOLOGY. 


250. Failure of the Liver of the Monkey to Inactivate 
Estrogens in vivo. 

By C. W. Hooker, V. A. DrRiLi, and C. A. 
PreiFFER. Proc. Soc. Exp. Biol., N.Y., 65, 192-194, 
June 1947. 29 refs. 

Intrasplenic implantation of pellets of oestrone 
and oestradiol in 4 ovariectomized monkeys was 
followed by reddening of the sex skin and alteration 
of the vaginal smear as promptly and with the same 
intensity as in a control animal given oestradiol 
benzoate intramuscularly. Endometrial changes in 
the animals were alike and removal of the intra- 
splenic pellet was followed by typical oestrogen- 
deprivation menstruation. Liver function tests 
revealed no hepatic damage and administration of 
B vitamins did not reduce the activity of the intra- 
splenic oestrogens.—[Authors’ summary. | 


251. Regulation of Pituitary Gonadotrophic Secre- 
tion; Inhibition by Estrogen or Inactivation by the 
Ovaries? 

By E. C. Juneckx, C. G. HELLER, and W. O. 
NeLson, Proc. Soc. exp. Biol., N. Y., 65, 148-152, 
June 1947. 3 figs., 8 refs. 

The concept that the normal level of circulating 
oestrogen inhibits pituitary gonadotrophic secretion 
has long been the accepted explanation for control 
of the ovarian-pituitary mechanism. However, 
administration of oestrogens in physiological 
amounts after castration or the menopause will not 
lower the rise in urinary gonadotrophins that occurs 
without such therapy. Data are presented in this 
communication indicating that the rise in gonado- 
trophins following castration is principally due to 
lack of gonadotrophic inactivation and only in part 
due to lack of inhibition by oestrogen. The concept 
that a target organ inactivates the specific hormone 
stimulating it is not new and has already been 
postulated for the thyroid-pituitary relationship. 
Thymus, ovaries, uterus, and vaginal smears were 
studied in normal adult virgin rats and castrate 
controls and compared with a group subjected to 
autotransplantation of both ovaries into the spleen. 
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In this group the ovary continues to be bathed by 
pituitary gonadotrophins but the pituitary is no 
longer bathed by oestrogens, because in essence the 
liver has been inserted between the ovaries and the 
pituitary and has inactivated the oestrogens. Lack 
of circulating oestrogen was demonstrated by the 
thymic and uterine weights and the histology of 
the vaginal cells. The level of pituitary gonado- 
trophin was slightly but significantly higher than 
in the normal animals, though not nearly as high 
as in the castrate group. In some cases where the 
autotransplantation had been carried out a col- 
lateral circulation developed from the spleen to the 
systemic circulation by way of adhesions. These 


- cases acted as admirable controls, for it could be 


shown that vaginal smears and uterine develop- 
ment were identical with those of intact animals. 
Administration of large doses of oestradiol to the 
transplanted animals caused total suppression of 
pituitary gonadotrophins with ovarian atrophy. 
The authors conclude that: (1) ovaries normally 
inactivate gonadotrophins, and the rise of gonado- 
trophins after castration is due to failure of such 
inactivation to take place; (2) large and unphysio- 
logical doses of oestrogen are powerful inhibitors 
of pituitary gonadotrophic potency; and (3) physio- 
logical amounts of oestrogen in the circulation exert 
very little inhibitory action on the pituitary. 
Doreen Daley. 


252. Comparative Study of Synthetic Oestrogens and 
Oestradiol Benzoate. I. Their Action on the Pituitary 
Gland, Adrenals, Thyroid, and Ovary of the Rabbit. 
(Ricerche comparative fra gli stilbeni ed il benzoato 
di diidrofollicolina. I. La loro azione  sull’ipofisi, 
surrene, tiroide ed ovaio di coniglia.) 

By T. PALapINo. Ginecologia, Torino, 13, 227- 
256, May 1947. 4 figs., Bibliography. 

The rabbits used in the author’s experiments 
weighed approximately 1,500 g. and were sexually 
mature; all except 6 were sterilized. A first group 
was treated with 0.03 or 0.1 mg. of oestradiol 
benzoate daily; a second group with the same doses 
of syathetic oestrogens (stilbenes) daily, stilboes- 
trol and stilboestrol-dipropionate being used (0.03 
mg. of hormone is equivalent to 300 i.u., which cor- 
responds to 1 mg. given daily to a woman weighing 
55 kg.). The animals were kept under experiment 
for periods ranging from 35 days to 1 year. Some 
of them were killed 35 days, 6 months, and 1 year 
after the beginning, and others 6 months after the 
end, of the treatment. The rabbits killed after 35 
days had begun treatment a month after they were 
sterilized, the others 5 days after sterilization. 

The administration of 0.03 or 0.1 mg. of oestradiol 
benzoate for 35 days restored the normal histo- 
logical aspect of the pituitary gland of sterilized 
animals. The stilbenes were more active: 0.3 mg. 
was sufficient to bring the pituitary gland back to 
normal; 0.1 mg. was an overdose, and moderate 
signs of cellular alteration were found on histo- 
logical examination. Signs of progressive and 
regressive alteration of the gland were found in 
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rabbits treated for 6 months with stilbenes, and 
were even more evident in those treated for 1 year. 
Such changes in the pituitary gland were also found 
in the rabbits treated for 1 year with oestradiol. 

Low doses of hormone within a certain time limit 
stimulate pituitary function, but produce inhibition 
if administration is prolonged. 

The hyperfunctioning adrenal glands of sterilized 
animals were brought back to normal after 35 days 
of administration of 0.03 or 0.1 mg. of both drugs. 
A normal histological aspect is maintained with the 
administration of 0.03 or 0.1 mg. of oestradiol for 
6 months. Hyperfunction of the gland is found after 
administration of 0.03 mg. of stilbenes for the same 
period; hypertrophy and hyperplasia of all the 
elements of the zona glomerculosa occur when 0.1 
mg. is used. Regressive changes, with a probable 
hypofunction of the gland, were found after 1 year 
of treatment with stilbenes and oestradiol. All the 
changes are reversible; the adrenal glands of the 
rabbits treated for 1 year and killed after a further 
6 months were histologically almost normal, 

The author showed that the thyroid of sterilized 
animals is hyperfunctioning, but 0.03 or 0.1 mg. of 
oestradiol produced a progressive hypofunction of 
the thyroid after 35 days, 6 months, and 1 year. 
Hypofunction was found in rabbits treated for 35 
days and 6 months with stilbenes in both doses; 
after 1 year’s treatment with stilbenes the gland 
was histologically hyperfunctional. 

Six non-sterilized rabbits were used for the study 
of the ovary. Two were treated with daily 
injections of 0.03 mg. of oestradiol benzoate, 2 with 
the same dose of stilboestrol, and 2 with a triple 
dose of stilboestrol. All the animals were killed 
after 6 months’ treatment. Oestradiol and 0.03 mg. 
stilbene produced inhibition of development of 
primordial follicles and degeneration of the ovum 
and granulosa cells. The triple dose of stilbene 
produced the same lesions. The changes produced 
on the endocrine glands by the experiments were 
reversible. No difference in action was found 
between stilboestrol and stilboestrol propionate. 

R. Saunders 


253. Oestrogenic Value of the Remaining Ovary. 
(Valor estrogénico del ovario restante. ) 

By M. A. Crrto Matsran. Obstet. Ginec. Lat.- 
amer., 4, 873-895, Dec. 31, 1946. 10 figs., Biblio- 
graphy. ' 

After discussing the various methods for 
determining the hormone secretion of the ovary, 
the author describes in detail his method of 
estimating the oestrogenic value of the ovary after 
removal of the uterus and tubes. In 21 rats the 
uterus and tubes were removed but the ovaries 
were left and care was taken to preserve their blood 
supply and anastomotic circulation. After a delay 
of 160 to 180 days, so as to avoid that period of 
ovarian hyperactivity which is considered by some 
authors to follow hystero-salpingectomy, the 
ovaries were removed and transplanted in decreas- 
ing amounts by weight into the cellular tissue of 


the back of 9 rats which served as test animals. In 
a control series of 6 rats ovarian tissue was trans- 
planted from 8 rats which had not been operated 
on. Vaginal smears were taken twice daily for 30 
days in order to determine the occurrence of 
oestrus, and the ovarian tissue was then examined 
histologically. 

It was found that to produce oestrus a minimum 
weight of 10 mg. of ovarian tissue from animals 
which had undergone hystero-salpingectomy was 
needed, compared with about 30 mg. of ovarian 
tissue from healthy animals. The author therefore 
concludes that the oestrogeni« value of the single 
ovary following hystero-salpingectomy is about half 
that of the ovary of a normal animal. This method 
makes it possible to determine the minimum oestro- 
genic value of the ovary. The presence or absence 
of oestrus will depend on the activity of the ovary, 
as indicated by the histological changes found; and 
the oestrogenic activity of the implanted tissue will 
depend upon its functional state at the moment of 
implantation. Bryan Williams 


254. Regulation of Ovarian Growth: Inhibition by 
Estrogen or Stimulation by Gonadotrophins? 

By C. G. HELLER and E. C. JunGcxk. Proc, Soc. 
exp. Biol., N.Y., 65, 152-154, June 1947. 2 rels. 

Evidence is presented to indicate that oestrogens 
secreted by the ovary inhibit ovarian growth. As 
in a previous investigation (Abstract No. 251), 
auto-transplantation of the ovaries to the spleen 
was carried out. The ovarian weights increased 
threefold after 30 to 57 days’ transplantation. 
Relatively normal gonadotrophin levels indicated 
that increased gonadotrophic stimulation was not 
responsible for the ovarian hypertrophy. In those 
cases in which vascular adhesions to the systemic 
circulation developed, the ovaries did not increase 
in size. The observation indicated to the authors 
that the inhibition of ovarian growth was due to 
circulating oestrogen in the blood. They produced 
further evidence to support this view by injecting 
oestradiol benzoate into the transplanted animals. 
Both large doses and physiological amounts pro- 
duced a marked decrease in ovarian weights as 
compared with the weight at the time of operation. 

Doreen Daley 


255. A Study of the Physiologic Action of Human 
Chorionic Hormone. The Production of Pseudopreg- 
nancy in Women by Chorionic Hormone. 

By W. E. Brown and J. T. BrapBury. Amer. 
J. Obstet. Gynec., 53, 749-757, May 1947. 7 figs., 
7 refs. . 

Because the literature on chorio-gonadotrophic 
hormone deals mainly with laboratory studies, and 
its clinical use has been based on the application 
of laboratory theories to patients with alleged 
physiological derangement of menstruation, the 
authors set out to study the effect of the hormone 
on normal women. In large doses it induced pseudo- 
pregnancy with persistence of the corpus luteum, 
decidual changes in the endometrium, prolonged 
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secretion of pregnanediol, and a positive Aschheim- 
Zondek test. In a survey of the literature it is noted 
that doses of 500 rat units daily produced no con- 
stant effect on the corpus luteum; the authors 
therefore decided to give 10,000 to 20,000 i.u. daily, 
in imitation of the amount of the hormone which 
might be expected to be circulating in the normal 
woman in the first 2 weeks of pregnancy. 

In view of the large volume required for the pro- 
jected dosage and the occurrence of local reaction 
with ordinary doses, the hormone was used as a 
powder in a phosphate buffer solution (pH 7.4), 
each ml. containing 5,000 i.u.; the solution was 
sterilized by passage through a Jena filter. No pre- 
servative was used, and check assays on immature 
rats revealed the expected potency of the solution. 
Women with normal menstrual cycles were studied 
and endometrial biopsies were made once or twice 
weekly. The Astwood and Jones method of esti- 
mating the urinary pregnanediol was used; in some 
patients admitted for laparotomy direct observation 
of the ovaries was possible. There were no marked 
general or local reactions to the injections, With 
20,000 units daily pseudo-pregnancy could be 
established but bleeding occurred, in spite of 
continued injection, about 3 weeks later. The 
minimum dose which could produce this effect was 
5,000 units daily, though with this dosage the 
Aschheim-Zondek reaction was negative, indicating 
that (1) in a normal pregnancy the developing 
trophoblast must produce over 5,000 i.u. daily 
before the reaction can be positive, and (2) a normal 
pregnancy may maintain the corpus luteum in the 
early days despite a negative reaction. 

The effect of chorionic hormone in the pre-ovula- 
tory phase was studied in 5 patients, 10,000 units 
being given daily. No effect was observed except in 
I case, in which menstruation was delayed and a 
decidual reaction produced. The authors consider 
that the hormone has little influence on this phase 
of menstruation. Two cases are recorded in which 
the hormone was given 24 hours before the expected 
period; bleeding was not delayed, and they con- 
clude that the hormone was unable to revive an 
already involuting corpus luteum. One ovariecto- 
mized patient was given oestrogen and then proges- 
terone until the endometrium was in the secretory 
phase; chorionic hormone, however, failed to delay 
the bleeding which followed. This suggests that its 
influence is exerted on the ovary and not directly 
on the endometrium. 

The action of this placental hormone is thus 
limited to the maintenance and development of an 
existing corpus luteum, and there is no evidence 
that it hastens the onset of luteal function. Chorio- 
gonadotrophic hormone is peculiar to mammals, is 
probably species-specific, and might be used in the 
treatment of certain forms of abortion, sterility, 
and menorrhagia. It is suggested that the usual 
clinical dose is too small to produce any satisfactory 
tesults, 


Hugh R. Arthur 
F 
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256. Pharmacodynamic Study of the Action of 
Amidopyrine on the Smooth Muscle of Intestine and 
Uterus. (Estudio farmacodinamico de la aminopirina 
sobre la musculatura lisa intestinal y uterina.) 

By J. A. Izguierpo. Prensa méd. argent., 34, 
1369-1376, July 25, 1947. 25 figs., 6 refs. 

In various concentrations (1 : 20,000 to 1 : 2,500) 
amidopyrine has an inhibitory action on the smooth 
muscle of the isolated small intestine of the cat, 
rabbit, and guinea-pig, different doses in different 
parts of the intestine diminishing the tone, and the 
frequency and amplitude of the contractions. The 
drug antagonizes parasympathomimetic drugs and 
histamine. Adrenaline does not interfere with its 
action. Amidopyrine depresses the contractions of 
the duodenum of the intact cat in doses of 50 
mg. per kilo intravenously and antagonizes carb- 
aminoylcholine. These doses are convulsant. In the 
spinal animal, prepared by the bulbar injection of 
2 ml. of 10 per cent procaine, the amplitude of 
duodenal contractions is diminished and the tone 
increased by doses of 60 mg. per kilo. The effect 
of carbaminoylcholine is attenuated. 

In low concentration the isolated non-gravid 
uterus of the cat and of the rabbit is stimulated. 
Low concentrations depress the gravid guinea-pig 
uterus. High concentrations (1 1,000) depress 
the non-gravid cat uterus, antagonizing histamine. 
The drug has a slight anti-parasympathomimetic 
action on the isolated guinea-pig uterus and does 
not inhibit the oxytocic hormone. These actions 
on the smooth muscle of the intestine and uterus 
are due to an unexplained local effect and are 
independent of central nervous connexions. 

L. P. R. Fourman 


257. The Physiologic Basis of Menstruation: A Sum- 
mary of Current Concepts. 

By S. R. M. Reynotps. J. Amer. med. Ass., 
135, 552-557, Nov. 1, 1947. 8 figs., 17 refs. 


258. Determination of the Premenstrual ‘‘ Safe 
Period ’’ by the Temperature Curve. (Détermination 
de la période stérile prémenstruelle par la courbe 
thermique. ) 

By J. Ferwn. Brux-Méd., 27, 2786-2793, Dec. 
21, 1947. 4 figs., 28 refs. 


259. Morphological and Functional Behaviour of 
the Exocrine Glands of the Skin of the Axilla during 
the Phases of the Menstrual Cycle and in Pregnancy. 
(Indagini sul comportamento morfo-funzionale della 
ghiandole glomerulari apocrine della pelle dell’ascella 
durante le fasi del circlo menstruale e nella gravid- 
anza.) 

By P. Cavazzana. Riv. ital. Ginec., 30, 114-134, 
1947. 8 figs., 61 rets. 


260. Study of the Human Vaginal Smear. IT. The 
Vaginal Cycle. III. Effect of Oestrogens and Proges- 
tins on the Human Vaginal Smear in Cases of Oestro- 
gen Deficiency. (Etude du frottis vaginal chez la 
femme. IT. Le cycle vaginal. III. Les effets des sub- 
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stances vestrogénes et progestogénes sur le frottis 
vaginal de la femme en carence cestrogéne. ) 

By J. Ferin. Ann. Endocrinol., 8, 297-306, 1947, 
3 figs., 13 refs. 

261. The Influence of ‘‘ Cardiazol’’ (Leptazol) 
Shock on Ovulation in the Rabbit. (Der Einfluss des 
Cardiazolschoks auf die Ovulation beim Kaninchen.) 

By K. Ricuter. Zbl, Gynik., 69, 128-132, 1947. 
5 figs., 7 refs. 

262. Contribution to the Study and Estimation of 
the Fertilizing Value of Human Semen. (Contribution 
a l’etude et a l’appreciation de la valeur fecondante du 
sperme humain.) 

By H. and M. Hinctais. Sem. Hop. Paris, 23, 
2490-2497, Nov. 7, 1947. 3 figs., 38 refs. 

263. Studies on the Biochemistry of Human Semen. 
II. Some Properties of Prostatic Phosphatase. 
By F. Lunpguist. Acta physiol. 

14, 263-275, 1947. 7 figs., 25 refs. 

264. Auto-implantation of Endometrium in the 
Rabbit Subjected to Repeated Injections of Folliculin. 
(Autoinjerto de endometrio en la coneja sometida a 
inyecciones repetidas de foliculina.) 

By J. F. Casstneyi. An. Fac, Med. Montevideo, 
32, 331-484, 1947. 94 figs., Bibliography. 


PREGNANCY. 


265. Adolescent Primigravida. 

By H. E. Scumitz and J. E. Towne. Surg. 
Gynec. Obstet., 84, 962-966, May 1947. 9 refs. 

The case-histories of 200 consecutive primi- 
gravidae aged 17 years or less are analysed. There 
were 3 patients aged 12, and 3 aged 13. Six were 14, 
27 were 15, 66 were 16, and 95 were 17 years of age. 
All were delivered in the St. Vincent’s Infant and 
Maternity Hospital, a unit of the Department of 
Obstetrics and Gynaecology of Loyola University 
Clinics. Careful antenatal attention was the rule, 
and for the last 8 weeks patients were admitted to 
hospital. Deliveries were managed by a resident 
obstetrician, and episiotomy and “‘ elective for- 
ceps’’ were the rule. Pudendal block or caudal 
analgesia was always carried out, and ‘‘ ergotrate ”’ 
(ergometrine maleate) was given intravenously 
with the delivery of the anterior shoulder. Labour 
was shorter in all three stages than the average 
for all primigravidae delivered under comparable 
conditions iri the institution. There was no mater- 
nal mortality. The stillborn rate was 3.5 per cent, 
with 1 per cent neonatal death rate. Caesarean 
section was performed only once, for disproportion. 

]. Stallworthy 


scand., 


266. Uterine Accommodation of the Products of 
Conception: Physiological Considerations. 

ByS.R.M. Reynotps. Amer. J. Obstet. Gynec., 
53, 901-913, June 1947. 3 figs., 16 refs. 

In the rabbit during pregnancy the growth of 
each conceptus in the womb stimulates the growth 
of uterine muscle during the first two-thirds of 


pregnancy, and during this time the conceptus 
remains ovoid in shape. Thereafter the intrauterine 
tension decreases, the conceptus becomes cylin- 
drical, and increased accommodation in the uterus 
is made available by adaptation of the uterine 
tissues without hyperplasia. When the shape of 
the conceptus is ovoid the hydrostatic force in the 
uterus increases in three dimensions with the growth 
of the ovum, causing the local tissue tension to 
increase in geometrical proportion. This tension of 
the ovoid conceptus predisposes to a maximum 
uterine blood supply between each of them, and 
a minimum supply to the ovoid, After the concep- 
tus becomes cylindrical the blood supply becomes 
equally distributed, and with the elongation of the 
uterus and the cylindrical shape of the conceptus 
the local tension increases in linear proportion only, 
This enables the maximum amount of growth to 
take place in the last third of the rabbit pregnancy. 
By comparison of the rabbit foetus and uterus 
with that of the rat and golden hamster it seems 
likely that the proportion of gestations with cylin- 
drical or linear enlargement of the uterus varies 
directly with the relative foetal maturity. 
Possibly, in woman, toxaemia of pregnancy or 
other abnormalities may be due to a prolongation 
of the ovoid conceptus into the latter third of a 
pregnancy which is normally linear in type. 
D.M. Stern 


267. A New Rule for Correlating the Age of Human 
Fetuses with Size in Inches. 

By L. B. Arey. Amer. J. Obstet. Gynec., 54, 
872-873, Nov. 1947. 6 refs. 


268. Diagnosis of Foetal Sex During Pregnancy. 
(Le diagnostic du sexe foetal durant la grossesse.) 

By M. P. Ktorz. Ann. Biol. Clin., 5, 376-379, 
Aug.—Oct. 1947. 2 figs., 1 ref. 


In 1932 Dorn and Sugarman discovered acciden- 
tally that the urine of 5 pregnant women produced 
engorgement of the testicular vessels in male 
rabbits, these women subsequently producing 
female children. A larger series confirmed that 
after the 5th month of pregnancy it is possible to 
predict accurately the sex of the foetus in 95 per 
cent of cases. The technique of the test is simple, 
and is described as follows: 10 ml. of an unsterile 
speciment of urine, collected at any time during 
the day (the only stipulation is that the specific 
gravity of the urine must be above 1010), is injected 
intravenously into a male rabbit whose testes have 
just passed the external abdominal ring but have 
not yet reached their adult scrotal position; 48 hours 
after the injection, the testes and scrotum are 
rapidly removed en masse under ether anaesthesia 
and fixed for 24 hours in Tellyesniczky’s fluid. They 
are then washed in running water for 24 hours, and 
one testis is preserved in 80 per cent alcohol for 
macroscopic examination, while the other testis 
is embedded in paraffin wax, and sections are 
cut at 7 thickness for microscopic examination. 
Macroscopically, vasodilation and congestion sug- 
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gest the presence of a female foetus. Microscopi- 
cally (1) seminiferous tubules over 80» in diameter, 
or (2) seminiferous tubules between 75y and 80, in 
diameter together with numerous mitoses, both 
suggest a female foetus; while seminiferous tubules 
of a diameter less than 80n without numerous 
mitoses suggest a male foetus. The microscopical 
appearances are more precise and more reliable than 
the macroscopical appearance. 
Nicolas Tereshchenko 


269. Circulatory Anastomoses of Dizygotic Placenta. 
(Sobre las anastomosis circulatorias de las placentas 
dizigdticas. ) 

By M. L. Perez, J. R. Firpo, and E. M. Batpt. 
An. brasil. Ginec., 23, 247-265, Apr. 1947. 10 
figs., 14 refs. 

A few authors have demonstrated the existence 
of capillary anastomoses between bivitelline pla- 
centas. Additional proof is presented in this 
paper. After injecting an opaque fluid into the 
veins of 7 human bivitelline placentas, the authors 
have examined them radioscopically and radio- 
graphically. In all cases they have discovered 
interplacental anastomoses. These anastomoses 
proved to be very fragile; they were the first to 
rupture when the pressure of the opaque fluid was 
increased beyond a certain point. 

A. Lilker 


270. Ectodermal Elements of the Placental Site. 
(Gli elementi ectodermici del ‘‘ Situs Placentaris.’’) 

By L. DE GiorGi. Arch Ostet. Ginec., 42, 129- 
167, May—June 1947. 12 figs., 28 refs. 

The previous literature on the subject is reviewed. 
Elements, usually described as of ectodermal origin, 
are constantly found in the area of the decidua 
basalis and superficial layers of the myometrium 
in the normal process of formation of the placenta. 
These elements are of interest and importance, 
especially from the point of view of biopsy. The 
present study is restricted to the physiological 
aspect of the process. Most of the author’s material 
came from specimens removed at operation, the 
remainder from necropsies. Large smears were 
made with tissues obtained from the centre and 
peripheral zone of the placental site. The pieces 
from operative cases were fixed in formalin, 
Miiller’s or Zenker’s fluid, and alcohol; formalin 
was used for the others. The dyes employed were 
haematoxylin-eosin, van Gieson, Weigert, and Mal- 
lory. The material came from 34 uteri in different 
periods of pregnancy, from the 4th week to term 
and included cases of dermoid cyst, carcinoma of 
the cervix, perforated uterus, ruptured uterus, 
eclampsia, fibroids, abdominal pregnancy, pul- 
monary and laryngeal tuberculosis, contracted 
pelvis, placenta praevia, and osteomalacia, together 
with puerperal uteri from women who died of pneu- 
monia and primary carcinoma of the lung after 
normal delivery. Eight cases of ruptured tubal 
pregnancy (isthmus and ampulla) were also in- 
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cluded, and 20 of curettage for retained ovular 
products. 

Multinuclear giant cells and mononuclear poly- 
gonal cells with finely granular protoplasm and oral 
nuclei were constantly found in the decidua basalis 
and the superficial layers of the myometrium at the 
placental site. Their proportion varied according 
to the period of pregnancy, and was highest between 
the 4th and 5th months and near term. 

Cellular elements of muscular, decidual and con- 
nective tissue origin were also always present in the 
decidua basalis, their amount varying with the 
amount of the ectodermal components. The ecto- 
dermal elements appeared toward the second 
month of pregnancy, although the mononuclear 
forms were in evidence from the fourth or fifth 
week; they disappeared about two weeks after 
delivery or miscarriage. No clear relation was 
evident between these findings and general illness 
or disease of the uterus and adnexa. In the cases 
of tubal pregnancy these elements were absent. 
Thus, finding of giant cells and mononuclear cells 
at the placental site is normal and varies quantita- 
tively with the activity of the chorionic ectoderm. 
The expressions ‘‘ ectodermal invasion of the 
uterus ’’ or ‘‘ chorionic infiltration ’’, used in the 
normal process of formation of the placenta, should 
be reserved for a pathological entity. The term 
‘“ ectodermal invasion’’ should be applied to a 
quantitatively excessive and abnormal distribution 
of ectodermal elements. 

Rina Saunders 


271. Estrogenic Tolerance in Pregnant Women, 

By K. J. Karnaxy. Amer. J. Obstet. Gynec., 
53, 312-316, Feb. 1947. 14 refs. 
The writer has made investigations to show that 
we may have had an entirely erroneous concep- 
tion of the action of oestrogens in women during 
pregnancy ’’. Majority opinion is that oestrogens 
stimulate uterine muscle and thereby tend to 
enhance the evacuation of a pregnant uterus. This 
was based on animal experiments (the author cites 
the published papers chiefly responsible), but 
human subjects are different. The author made a 
study of the effect on the pregnant uterus of the 
administration and withdrawal of exogenous 
oestrogen. Diethylstilboestrol, in tablet form and 
intramuscularly, was given daily to 35 pregnant 
women, the period of pregnancy ranging from 2 
months to-term. As none showed toxic symptoms, 
dosage was increased until the total ranged from 
790 to 24,050 mg. In no case was pregnancy inter- 
rupted during administration or following with- 
drawal, nor was abortion or premature labour 
caused. The only abnormal symptoms occurred 
in patients who were given 500 mg. or more as the 
first dose; they vomited and showed darkening 
of the skin round the nipples, midline of abdomen, 
and vulva. It is interesting that the infants also 
showed darkening in the same areas; otherwise 
infants were not affected. 


“e 


Eardley Holland 
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272. Effects of Various Sex Hormones on Excretion 
of Pregnandiol Early in Pregnancy. 

By E. M. Davis and N. W. Fuco. Proc. Soc. 
exp. Biol., N.Y., 65, 283-289, June, 1947. 8 figs. 
3 refs. 

Smith and Smith reported that the administra- 
tion of diethylstilboestrol during pregnancy in- 
creased the urinary pregnanediol excretion, and 
concluded that synthetic oestrogens increased the 
amount of available progesterone by stimulating 
steroid metabolism in the placenta. They used 
increasing amounts of diethylstilboestro] with the 
idea of preventing abortion and the accidents of 
late pregnancy. 

The purpose of the present investigation is (1) to 
determine if the sex hormones will increase the pro- 
duction of progesterone by the placenta in early 
pregnancy, and (2) to study human foetuses from 
mothers who have received large amounts of these 
substances in order to establish that no untoward 
changes have resulted. The group of patients 
studied comprised 15 women with normal preg- 
nancies. In 7 cases therapeutic abortion had to 
be carried out at 12 to 16 weeks, and 1 woman 
aborted spontaneously at 14 weeks. The others 
were delivered at term or are continuing their 
pregnancies, 

Ten patients received 50 to 200 mg. diethylstil- 
boestrol orally each day for 6 to 8 weeks, starting 
at 4 to 10 weeks’ gestation. In the entire group 
it was apparent that there was no alteration in 
normal curve of urinary pregnanediol. The authors 
consider, however, that diethylstilboestrol may 
have a profound effect on a pregnancy by improv- 
ing the utero-placental circulation. Testosterone 
was administered to 2 patients. Injections of 50 
mg. of the hormone in oily solution were given 
daily for 25 or 26 doses, starting in 1 case at 15 
weeks and in the other at 13 weeks. When the 
pregnancy was terminated shortly after cessation 
of treatment there was no evidence of foetal 
abnormality. Signs of virilism appeared after 1,000 
mg. of testosterone had been given. The androgens 
did not influence the pregnanediol excretion. Pro- 
gesterone was given to 3 patients, starting at 5, 7, 
and 10 weeks’ gestation; 50 mg. of progesterone in 
oil was injected intramuscularly daily for 3 days in 
2 cases and a single injection of 120 mg. was given 
to the third. In each case there was an immediate 
increase in the excretion of pregnanediol, but the 
effect of the hormone disappeared within 24 hours 
of the last injection, If the increase in pregnanediol 
above the average amount excreted in each patient 
was calculated, about 30 to 35 per cent of the pro- 
gesterone could be accounted for as pregnanediol, 
whereas in the non-pregnant woman only 10 per 
cent of the progesterone injected in the pre- 
ovulatory phase can be recovered as pregnanediol. 

The authors submit that if it is desirable to 
increase the amount of the progestational hormone 
available during pregnancy, it is more logical to 
administer progesterone in liberal amounts than 
diethylstilboestrol. However, it is their impression 


that there is no lack of progesterone in most of the 
pregnancies which threaten to end during the early 
months. Decreased pregnanediol levels may be an 
index of poor placental function. 

Doreen Daley 


273. The Parathyroids in Pregnancy. 
H. J. SranpeR and R. E. Auearn. J. Mt 
Sinai Hosp., 14, 629-633, Sept.-Oct., 1947. 4 refs. 


274. B-Glucuronidase Activity of the Blood and 
Tissues of Obstetrical and Surgical Patients. 

By W.H.FisHMan. Science, 105, 646-647, June 
20, 1947. 1 fig., 4 refs. 

It is believed that the function of 8-glucuronidase 
in vivo is the catalysis of glucuronide conjugation. 
In man, glucuronides of the oestrogens are excreted 
in the urine, and such conjugated oestrogens appear 
in large amounts during pregnancy. In 30 women 
the glucuronidase content of the blood cells in- 
creased steadily as pregnancy progressed and 
remained elevated for a short period after parturi- 
tion: the enzyme content of the plasma, which is 
considerably lower than that of the cells, showed 
peaks of increased activity during pregnancy, fall- 
ing to normal levels after parturition, 

Since prolonged oestrogen administration may 
produce mammary tumours in animals, the 
g-glucuronidase activity of breast carcinoma was 
examined and proved to be ten to twenty times 
greater than that of the uninvolved breast tissue. 
A high content of the enzyme was also found in 
cases of carcinoma of the alimentary tract. No 
corresponding changes in the enzyme content of 
the blood were found. Only a few tumours have as 
yet been examined. 

O. L. V. de Wesselow 


275. Leukocyte Counts in Normal White Women 
before and after Delivery. 

By L. R. Cason and G. W. Puitiies. Amer. J. 
clin. Path., 17, 483-487, June 1947. 5 refs. 

The leucocytes were examined in 57 normal preg- 
nant women between 17 and 42 years of age—28 
before and 29 after delivery. The average total 
leucocyte count, and the shift to the left in the 
Schilling haemogram (percentage of immature 
forms among the total neutrophil leucocytes), 
increased under 10 hours before delivery (from 
10,275 to 13,742 per c.mm.; and from 12.6 to 24.9 
per cent) until about 10 hours after delivery (17,960 
per c.mm, and 29.7 per cent), subsiding thereafter 
to 12,560 per c.mm. and 18 per cent respectively. 

John F.. Wilkinson 


276. Biometric Observations on Arterial Pressure at 
the End of Pregnancy. (Osservazioni biometriche sulla 
pressione arteriosa nelle donne gravide a termine.) 

By D. Cazzora and A. Cutara. Ginecologia, 
Torino, 13, 203-218, May 1947. 19 refs. 
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This investigation represents an original con- 


’ tribution to the important and controversial ques- 


tion of the behaviour of arterial blood pressure 
during pregnancy. The study was conducted in the 
Obstetric Clinic, Pavia, on 80 women near term, 
in good health and free from any complications of 
pregnancy. Systolic, diastolic, and pulse pressures 
were estimated and classified in tables, in relation 
to profession, degree of parity, constitution, and 
functional factors. The estimations were obtained 
with known biometric calculations, the Reckling- 
hausen sphygmomanometer being used. The blood 
pressure was always taken during winter under the 
same conditions in the morning, with the patient 
fasting. 

The subjects were first divided according to their 
work : housewife, factory-worker, and land-worker. 
Acorrelation exists between systolic blood pressure 
and the type of work. The highest systolic blood 
pressure is found in the land-worker, with an aver- 
age of 118 mm., and the lowest in the factory- 
worker, with 111 mm. From examination of the 
standard deviation it is deduced that the class 
giving most uniform estimations is the factory- 
workers; the least homogeneous class was the land- 
workers. The same results were found for the pulse 
pressure: the standard deviation of the factory- 
worker was 7.75, the lowest in relation to the other 
groups. The highest pulse pressure was in land- 
workers. The diastolic blood pressure was highest 
on the average in factory-workers (72) and lowest 
in land-workers (67). A table representing the 
average blood pressures in multiparae and primi- 
parae shows that the systolic pressure in multi- 
parae is higher (greater age); this and the pulse 
pressure are more homogeneous in primiparae 
(standard deviation 9.96, against 10.2 for multi- 
gravidae). The diastolic pressure is lower in multi- 
gravidae with an increase in pulse pressure which 
may be due to a lesser efficiency of the circulation. 
It is evident that there is a correlation between 
systolic blood pressure and parity. 

Similarly, correlation is found between body 
constitution and systolic blood pressure. The 
pyknotic patients had higher, and the leptosomes 
lower, systolic and pulse pressures, than the 
average. A relation is also found between diastolic 
and systolic pressures and pulse rate. The subjects 
were divided into groups with pulse rates of less 
than 75, between 75 and 85, and above 85. With 
increasing pulse rate there is a gradual and parallel 
increase in systolic and pulse pressures, although 
the increase is very small. The diastolic pressure 
decreases with the increasing pulse rate. 


R. Saunders 


277. The Clinical Value of Determination of the 
Prothrombin Time in Gynaecology and Obstetrics. 
(Uber den klinischen Wert der Prothrombinzeit- 
Bestimmung in der Gyniikologie und Geburtshilfe.) 

By G. ScHAEFER. 
1947. 


Zbl. Gynik., 69, 126-127, 
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278. Prothrombin Level and Pregnancy. (Protrom- 
bina sanguinea y gestacién.) 
By I. M. ALvarez Ossorio and M. FERNANDEZ. 
Toko-ginec. préct., 6, 296-300, Oct. 1947. 


279. Obesity, Pregnancy, and the Puerperium. 
(Consideraciones sobre obesidad y estado gravidopuer- 
peral.) 

By A. STaBiLe. Obstet. Ginec. lat.-amer., 5, 393- 
407, Sept. 1947. 3 refs. 


280. Structure of the Liver in Pregnancy. (Das Bild 
der Leber in der Schwangerschaft. ) 

By H. Dieter. Z. Geburtsh. Gynik., 128, 127- 
162, 1947. 16 figs., 54 refs. 

The changes in the structure of the liver during 
pregnancy were studied from biopsy fragments 
obtained by a puncture needle. These changes 
include an increase in the number of liver cells 
with two nuclei, increased deposition of glycogen 
and fat, and a variable content of stainable choles- 
terol. All of the changes were, however, incon- 
sistent, and there is no justification for the term 
‘“ pregnancy liver’’. Eclamptic livers showed 
great variations in the diameters of the capillaries, 
and a high glycogen content. 

R. Willis 


281. Galli Mainini’s Reaction in the Early and 
Differential Diagnosis of Pregnancy. (La reaccién de 
Galli Mainini en el diagndstico precoz y differencial del 
embarazo.) 

By P. Figueroa Casas, L. BELizan, and J. J. 
STAFFIERI. Rev. Asoc. méd. argent., 61, 596-598, 
Aug. 15, 1947. 10 refs. 

The search for a rapid, accurate, and simple test 
for early pregnancy has gone on since the descrip- 
tion of the Aschheim-Zondek test in 1928. The 
original test required 100 hours, but other tests 
have reduced the time, down to the two-hour rat 
test of Kupperman, Greenblatt, and Novak. A test 
was described in 1930 in which immature male 
mice were used. Daily injections of pregnancy 
urine over a period of 8 to 10 days produced an 
increase in size of the genitalia. A similar test has 
been devised with male guinea-pigs. Reliable 
results were obtained in 100 hours, 

In the Galli-Mainini test described in this article, 
the test animal is the male toad Bufo arenarum. 
Injection of the urine of pregnant women causes 
migration of spermatozoa and their expulsion in 
the urine. The authors describe the technique of 
the test. All the tests described were carried out 
in the autumn. Ten ml. of the urine to be tested 
was injected, and urine collected from the toads by 
means of a pipette inserted into the cloaca. The 
collected urine was examined under the microscope 
and in cases where the test was positive sperma- 
tozoa were seen in three hours. Positive results 
were obtained in 99 out of 100 cases of pregnancy. 
In the remaining case the Friedman reaction was 
positive. In 50 cases where there was no pregnancy, 
correct negative results were obtained. These 
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results were obtained in autumn, with a moderate 
temperature. The animals were lively and active. 
In colder weather they became more sluggish, but 
immersion in warm water restored activity and 
positive tests were produced where previously the 
reaction had been negative. The test appears to be 
accurate and positive results are easily recognized. 
[All the biological tests for pregnancy depend on 
the presence in the urine of gonadotrophic sub- 
stances. These appear very early in pregnancy. 
Since, so far, all the more reliable tests are biologi- 
cal, the problem is chiefly one of finding the most 
satisfactory experimental animal. Since gonado- 
trophic hormones act on the male as well as the 
female animal there is no theoretical reason why 
male animals should not prove suitable for the 
purpose. The test described here appears reason- 
ably satisfactory, though the series of cases 
described is small. In using cold-blooded animals 
such as toads, it appears that the external tempera- 
ture is important. | Josephine Barnes 


282. An Evaluation of the Two-hour Rat Test for 
Pregnancy. 

By P. H. Friep. Amer. J. Obstet. Gynec., 54, 
689-693, Oct. 1947. 30 refs. 


283. The Huhner Test. 
By M. Huuner. J. Mt Sinai Hosp., 14, 388- 
392, Sept.—Oct., 1947. 30 refs. 


284. The Value of X-ray Studies of the Pelvis in 
Obstetrics. 

By O. H. Jones. Amer. J. Obstet. Gynec., 54, 
776-782, Nov. 1947. 6 refs. 


285. Differentiation of Soft-part Shadows in Radio- 
graphs in Pregnancy. (Zur Differenzierung des Weich- 
teilschattens auf der Schwangerschaftsaufnahme. ) 

By H. Devev. Radiol. clin., Basel. 16, 325-332, 
Nov. 1947. 10 figs., 18 refs. 


286. Diet in Pregnancy. 
By W. C. W. Nixon. J. R. Inst. publ. Hlth., 
11, 27-33, Jan. 1948. 


287. An Analytical Survey of Eclampsia. 

By J. B. BernstinE and L. N. PRINCE. Amer. J. 
Obstet. Gynec., 53, 972-979, June 1947. 4 figs., 
5 refs. 

This study merely substantiates the conclusions 
arrived at from other similar studies, that prophy- 
laxis, education, and adequate prenatal care is the 
answer to the control and prevention of eclampsia. 
—[Conclusions. | 


288. Renal Filtration Rates in Pregnancy Toxemia: 
Inulin and Exogenous Creatinine. 

By L. D. OpEtt. Amer. J. med. Sci., 213, 709- 
714, June 1947. 2orefs. 

This investigation is based on a study of renal 
function in 15 women, 12 of whom were pregnant 
and had vascular syndromes. Of these 12, 8 had 
signs of pre-eclampsia and 4 had hypertension, 


These 15 patients were investigated by inulin and 
creatinine clearance, which was combined with a 
van Slyke urea-clearance test. The urinary output 
was tested by a modified water-diuresis test. This 
showed that ante partum there was a reduced 
urinary flow, compared with the post partum flow 
under identical conditions. Usually the urea and 
creatinine clearance figures ran parallel. Occasion- 
ally the creatinine clearance exceeded the inulin 
clearance, although considerable variation in the 
latter was encountered in patients with pregnancy 
toxaemia. In severe cases of vascular syndrome 
associated with oliguria and anuria the usual 
clearance method cannot be employed, and con- 
sequently other methods have to be used. The 
author recommends the method of Earle and 
Berliner (Proc. Soc. exp. Biol. N.Y., 1946, 62, 262) 
of determining the renal blood flow and glomerular 
filtration without the collection of specimens of 
urine. This test is based on the fact that inulin or 
‘‘ diodrast ’’’ is excreted entirely by the kidney. 
The method consists in setting up a drip intraven- 
ous infusion which delivers a measured amount of 
solution of known concentration. The clearance 
rate can be calculated by dividing the amount of 
the substances injected per minute by their plasma 
concentrations. The result of these investigations 
suggests that angiospasm may be responsible for 
the oliguria and anuria. E. M. Darmady 


289. Plasma Angiotonase Concentration in Normal 
and Toxemic Pregnancies. 

By E. W. Pace. Amer. J. med. Sci., 213, 715- 
718, June, 1947. 2 figs., 13 refs. 

The usual description of the renal pressor system 
suggests that angiotonin is formed by the action of 
renin from the kidney upon a globulin fraction 
found in the plasma. This angiotonin is destroyed 
by a group of enzymes collectively named angioto- 
nase. Theoretically, therefore, hypertension can 
result either from an increase in concentration of 
renin or renin substrate or from a deficiency of 
angiotonase. In this investigation estimation of 
angiotonase was carried out with a view to testing 
the theory that its deficiency is responsible for the 
hypertension of eclampsia. Plasma concentration 
of angiotonase was measured in 10 healthy non- 
pregnant subjects, 16 women with normal pregnan- 
cies, 5 cases of pre-eclampsia, and 5 cases of 
eclampsia. Angiotonase concentration was much 
increased in the second part of normal pregnancy, 
but it rapidly returned to normal after delivery. It 
was also found that pregnant women with elevated 
angiotonase levels have a diminished pressor 
response to injected angiotonin. This suggests that 
pregnant women, like pregnant rats, are more 
resistant to hypertension resulting from renal 
ischaemia, In cases of eclampsia or pre-eclampsia, 
values of angiotonase activity were found to be low, 
but not below the level found in the non-pregnant 
women. The author concludes that there is no 
correlation between the degree of hypertension 
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and the amount of plasma angiotonase, so that 

deficiency of the protective enzyme angiotonase is 

an unlikely cause of the hypertension in eclampsia. 
E. M. Darmady 


290. Quantitative and Qualitative Changes of the 
Serum Proteins in Normal and Toxemic Pregnancy. 
The Nature of the Hypoproteinemia in Pregnancy. 

By J. Novak and B, Lustic. J. Mt Sinai Hosp., 
14, 534-541, Sept.-Oct., 1947. 49 refs. 

The authors investigated the changes in the 
serum protein in 22 cases of normal pregnancy and 
7 cases of toxaemia occurring from the 5th month 
to term. Of the normal cases, 5 were also investi- 
gated between 1 and 7 days after delivery, and 8 
cases Of normal non-pregnant individuals were 
included in the study. 

They determined the concentration of the total 
protein, the albumin and the globulin and also the 
blood plasma volume and carbohydrate content of 
the serum proteins. The technique used is described 
in detail, and those interested should refer to the 
original article. The concentration of the plasma 
protein is decreased in normal as well as in toxaemic 
pregnancy, but the figures show that because of 
increased plasma volume the total protein content 
of the circulatory blood is usually higher than in 
non-pregnant individuals. The average amount of 
the total serum protein is 225 g. in pregnant and 
196 g. in normal non-pregnant women. ‘‘ Thus 
the hypoproteinemia in pregnancy means only a 
dilution of the plasma and not a real lack of 
protein.’’ As regards the albumin globulin 
ratio, there is a significant decrease which is 
particularly marked in toxaemias. The figures 
show a decrease in concentration from 4.66 per 
cent to 3.63 per cent, and in the toxaemic group 
the albumin concentration drops to 3 per cent. 
With globulin on the other hand the percentage 
is slightly higher in normal pregnancy than in 
the non-pregnant state (2.65 per cent to 2.39 per 
cent) and is still higher in toxaemic patients (3.38). 
Thus hypoproteinemia in pregnancy follows the 
general rule that any decrease in the serum protein 
is mainly due to a decrease in the albumin fraction 
which represents the main factor responsible for 
the regulation of the osmotic pressure of the blood 
plasma. 

In the small number of cases investigated after 
delivery, the authors found that a _hypo- 
proteinemia was still present on the 7th day after 
delivery. 

Finally they note an alteration in the bound 
carbohydrate content of the blood proteins in preg- 
nancy: albumin fraction, 1.54 per cent as against 
0.89 per cent in the non-pregnant; globulin frac- 
tion, 2.61 per cent as against 4.09 per cent in the 
non-pregnant. In toxaemic patients the bound 
carbohydrate was higher than in normal pregnant 
women, both in total protein and in the globulin 
fraction. The authors discuss various factors 
relating to hypoproteinemia and they note that the 
tendency of the pregnant organism to retain salt 
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and water and to dilute the blood and tissue fluids 
is apparently the cause of hypoproteinemia, but 
under normal conditions this is not due to insuffi- 
cient protein intake. They state that it is probably 
caused in part by increased function of the adrenal 
cortex and by the large amount of oestrin and 
progesterone produced in the maternal organism. 
E. L. Nicolson 


291. Late Pregnancy Toxemia. I. A Review of Ex- 
perimental Findings. II. Clinical Trials Based upon 
Experimental Findings. 

By O. W. SmitH and G. V. S. Smrrn. West. J. 
Surg., 55, 288-294, and 313-322, May and June 
1947. Io figs., 34 refs. 

Since 1933, when the authors first announced 
their discovery that the onset of pre-eclamptic 
toxaemia was preceded by a rise in serum chorionic 
gonadotrophin and a fall in oestrogens and 
progesterone, their work has been continued and 
published in a long series of important papers. In 
the two papers now under review they summarize 
this work and state their present conception of the 
aetiology of the toxaemias of pregnancy. Briefly, 
this may be stated as follows: The increased 
chorionic gonadotrophin content of the serum in 
toxaemia arises from lack of utilization. In normal 
pregnancy it is utilized in the production of oestro- 
gen and progesterone by the syncytium, this 
utilization being enhanced by oestrogen oxidation 
products. In toxaemia the syncytium has under- 
gone premature senile change and is therefore 
unable to respond to hormonal stimulation. The 
cause of this premature ageing of the placenta may 
be diminished vascularity of the uterus which 
might arise from overdistension, lack of elasticity 
in the primigravid uterus, or chronic hypertension. 
At this point the authors make use of the well- 
known observations of Markee, who by means of 
endometrial implants in monkeys’ eyes showed that 
that the immediate cause of menstruation is 
deprivation of oestrogens, which leads to sudden 
shrinking of the premenstrual endometrium, with 
constriction in the spiral arteries of the decidua and 
of stasis some substance is elaborated which causes 
constriction in the spinal arteries of the decidua and 
anoxia of the arterioles and capillaries distal to 
the point of constriction. When the constriction is 
relaxed and blood again flows through the injured 
vessels their walls give way and bleeding takes 
place into the endometrium and finally into the 
cavity of the uterus. In pre-eclamptic toxaemia 
the authors assume a similar sequence of events. 
Withdrawal of oestrogens leads to tissue damage 
and formation of an injurious protein similar 
to menstrual toxin, which, absorbed into the 
general circulation, causes pre-eclamptic toxaemia, 
eclampsia, or toxic separation of the placenta. 
They find that menstrual toxin is present as a 
protein in the discharge of normally menstruating 
women and that it is lethal to rats in tiny amounts. 
They were also able to demonstrate marked toxicity 


212 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


in the decidua of 3 toxaemic patients, while control 
tests on decidua from cases of elective Caesarean 
section were negative. The macroscopical and 
microscopical pathology in the rats killed by this 
material was entirely similar to that in rats killed 
by menstrual toxin, but numerous attempts to 
extract from the circulating blood of toxaemic 
women a factor toxic to rats have so far led to 
inconclusive results, More detailed study of the 
menstrual toxin led to the finding that it is 
markedly fibrinolytic, that it causes a febrile reac- 
tion in rabbits, and that it is apparently identical 
with the recently described injury factor found 
in the pleural exudate of dogs as a part of the 
inflammatory exudate consequent upon the injec- 
tion of turpentine. These observations provided 
more sensitive tests for the presence of menstrual 
toxin. It was found that the serum of the circu- 
lating blood of toxaemic women exhibited all the 
properties of menstrual toxin except the lethal 
effect on rats, whereas none of these properties 
were demonstrable in the serum of normally preg- 
nant women. ‘‘ The evidence is strong, therefore, 
that menstrual toxin is present in the circulating 
blood of pre-eclamptic and eclamptic women, and 
considering the pathological effects of this injurious 
protein it is reasonable to assume that the signs 
and symptoms of this disease are referable to the 
action of this factor.’’ 

In the pseudoglobulin factor of menstrual dis- 
charge and of all materials containing toxin and 
fibrinolytic enzyme so far studied, the authors have 
found a factor which protects rats against an other- 
wise lethal dose of menstrual toxin. This they term 
‘“ protective pseudoglobulin’’ or ‘‘ PPs’’; from 
human exudates they have prepared sufficient for 
clinical trials with the object of neutralizing the 
toxin. Results obtained in 6 cases are described 
and it is claimed that definite clinical improvement 
took place in all—fall in blood pressure and 
diminution of oedema and albuminuria. It is 
thought that further purification and concentration 
of the protective pseudoglobulin, permitting larger 
amounts to be used, will provide a valuable adjunct 
in the treatment of toxaemias already established. 

In the non-toxic patient diethylstilboestrol 
should provide an effective protective measure, as 
it stimulates the secretory activity of the syncy- 
tium for production of sex steroids by causing 
increased utilization of chorionic gonadotrophin, 
and thus tends to prevent the premature with- 
drawal of hormonal support. The response to this 
drug, however, is dependent on absence of the 
toxin and of the degenerative changes of the 
prematurely senile placenta. 

‘“ As a definitive measure, therefore, diethyl- 
stilboestrol alone is of no clinical value. It is worth 
trying, however, as an adjunct to treatment with 
PPs, since there is always the possibility that there 
is still sufficient secretory potential in the syncy- 
tium to be stimulated provided the toxin can be 
neutralized.’’ 


F, J. Browne 


292. Changes in Retinal Arterioles Associated with 
the Hypertensions of Pregnancy. 

By A. V. Hattum. Arch. Ophthal., Chicago, 37, 
472-490, Apr. 1947. 2 figs., 48 refs. 

The structure of the retinal arterioles is outlined, 
with details for the benefit of obstetricians of the 
technique of ophthalmoscopy. The author des- 
cribes the ophthalmoscopic appearance of arterioles 
in localized spasm and constricted by sclerosis, and 
describes three degrees of generalized spasm, 
classifying retinal arteriolar spasm as follows: (a) 
venule-arteriole ratio normal (3 : 2) with localized 
spasm; (b) ratio 2 : 1 with localized spasms; (c) 
ratio 3 1, localized spasms being present but 
difficult to distinguish; (d) as in (c), or accentuated 
further, with some retinopathy. The diagnosis of 
arteriolar spasm superimposed on arteriolar sclerosis 
is discussed, constriction without increase (or with 
decrease) in the width of the light reflex indicating 
angiospasm. Sclerosis is indicated by compression 
of the veins, asymmetrical constrictions of the 
lumen, and a marked increase in the light-reflex 
stripe. A single examination is frequently inade- 
quate, further examination much later being 
necessary to confirm the diagnosis. The retino- 
pathy is also described and the occurrence of 
detachment of the retina (in approximately 2 
per cent of cases of hypertensive toxaemia of 
pregnancy) discussed. 

The author quotes figures of his own giving the 
frequency of various pathological, obstetrical and 
ophthalmological findings in cases of hypertension 
during pregnancy, but does not correlate these with 
the classification of retinal arteriolar spasm which 
he has described in the earlier part of his paper, 
although he states that the degree of constriction 
is usually proportional to the degree of toxaemia. 

A review of the literature is given in the paper, 
ending in the views of Addis that angiospasm pro- 
duces the hypertension and explains all the signs 
and symptoms of toxaemia. ‘‘ It is now generally 
agreed that acute hypertensive true toxaemia 
of pregnancy is characterized by localized and 
generalized spastic constriction of the arterioles, 
the degree of which has been found to parallel 
closely the severity of the toxaemia. The degree 
of spasm of the retinal arterioles indicates the 
degree of angiospasm in other parts of the body. 
The eyegrounds should be examined routinely 
during the early months of pregnancy to determine 
the status of the arterioles, which will aid in the 
prognosis of the present pregnancy and will be 
valuable in interpreting changes that will be seen 
if toxaemia appears later in pregnancy. When 
hypertension and other symptoms during late preg- 
nancy indicate toxaemia, the eyegrounds should be 
examined every few days, with special attention to 
the degree of angiospasm. When the degree of 
angiospasm increases in spite of conservative 
medical treatment, the pregnancy should be termi- 
nated to prevent permanent damage to the mother’s 
vascular system. In some cases of toxaemia the 
induction of labour is often a life-saving act for both 
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mother and baby, and a study of the eyegrounds 
is probably the most consistently reliable single 
guide in determining when pregnancy should be 
terminated, On the other hand, the absence or 
scarcity of changes in the eyegrounds is often of 
great help in determining when it is safe to allow 
pregnancy to proceed.”’ 
Sydney Smith 


293. Pregnancy following Lumbodorsal Splanch- 
nicectomy for Essential and Malignant Hypertension 
and Hypertension Associated with Chronic Pyelone- 
phritis. 

By J. L. Newer and R. H. SmirHwicxk. New 
Engl. J. Med., 236, 851-858, June 5, 1947. 2 figs., 
8 refs. 

The authors report the results obtained by lumbo- 
dorsal splanchnicectomy in 14 women, 3 of whom 
had malignant hypertension and 11 essential hyper- 
tension. The operation involves removal of the left 
and right sympathetic trunks from the ninth dorsal 
to the first, second, or third lumber segments, 
together with removal of the great splanchnic 
nerves from the coeliac ganglia to the mid-thoracic 
level. In 1 case the operation was performed early 
in pregnancy, but the authors prefer that at least 
a year should elapse before pregnancy is permitted. 
The blood pressure in all fell to a normal or nearly 
normal level after operation, and with 1 exception 
has remained so during the 4 or 5 years the patients 
have been followed up. 

In the patient who was 6 weeks pregnant at 
the time of operation the blood pressure before 
operation was 180/120 mm. Hg. There was no 
albuminuria and the ocular fundi were normal, but 
renal biopsies showed ‘‘ chronic vascular nephritis, 
grade 2’’, After bilateral splanchnicectomy the 
blood pressure fell to 110/80 mm. Hg. During the 
remainder of the pregnancy it was 110/70 to 104/90 
mm. Hg. There were signs of toxaemia and a living 
child was born at term. Three months post partum 
the blood pressure was 120/80 and a month later 
102/78 mm, Hg. 

The other 13 patients all became pregnant at 
varying times after operation, and 2 of them twice. 
In most the blood pressure remained normal 
throughout the pregnancy, but in a few there was 
a tendency for it to rise again in the later weeks 
with or without albuminuria and, in 1, premature 
separation of the placenta occurred with foetal 
death. From the 16 pregnancies there were 14 
living infants and 2 stillborn, 2 of the infants being 
delivered prematurely on account of toxaemia. 

It is too early yet to assess the final results of this 
procedure, but it is noteworthy that in 1 case in 
which there had been an exacerbation of the hyper- 
tension with albuminuria during the pregnancy, 
¢xamination at seven months after delivery showed 
that the blood pressure was 178/118 mm. Hg. 
(range 146/110 to 210/164). Before operation it 
had been 206/130 mm. Hg. (range 164/110 to 
220/160), and there were retinal haemorrhages and 
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papilloedema. At the last examination the ocular 
fundi ‘‘ showed marked improvement and were 
classified as grade 1.’’ 

There would seem to be no doubt, however, that 
the patient at least derives great temporary benefit, 
and that chronic hypertensives who otherwise 
would have no chance whatever of producing a 
living and viable child may be enabled to do so 
with little or no danger to themselves. 

F, J. Browne 


294. Puerperal Eclampsia during the War Period of 
Food Shortage. (L’eclampsia puerperale durante le 
restrizioni alimentari del periodo bellico.) 

By M. Tortora. Arch. Ostet. Ginec., 52, 228- 
233, July-Aug., 1947. 1 fig., 10 refs. 

It is the opinion of the majority of authors that 
the reduction in eclampsia in Germany during the 
1914-18 war was due to the shortage of fats and 
proteins. Wilson stated at the Amsterdam Con- 
ference of 1928 that eclampsia was more frequent 
and severe in Australia where the average con- 
sumption of meat was 107.2 kg. per head per year. 
American authors, however, claim that toxaemias 
of pregnancy are due not to an excess of protein 
but to a deficiency of it. 

Martinolli and Canna reported a decrease in 
eclampsia in Italy during the period 1942-45 due 
in their opinion to alimentary factors. 

The author furnishes statistics, from January 1, 
1935, to September 13, 1946, on the cases of 
eclampsia at the Obstetric Clinic, Naples. The 
total number of eclamptic women admitted in these 
years was 384, 236 primiparae (61 per cent) and 
148 multiparae (38.54 per cent). In 1940, 67 cases 
are recorded and a progressive decrease in eclampsia 
started from that year, the lowest figure being 
reached in 1944 with 9 cases. The decrease in 
eclampsia in Naples was not due to the reduced 
number of deliveries, but to a genuine decrease in 
incidence of the disease. It was not caused by a 
change in the proportion of primiparae and multi- 
parae admitted, From 1935 to 1940 inclusive, of 
a total number of 263 cases of eclampsia 158 were 
in primiparae (60 per cent) and 105 in multiparae 
(40 per cent); from 1941 to 1944 inclusive, of 80 
eclamptic cases, 53 were in primiparae (66.2 per 
cent) and 27 in multiparae (33.8 per cent). The 
lowest incidence of eclampsia was in 1943-44, when 
animal proteins and meat were almost completely 
absent. By contrast, in 1945, when the alimentary 
condition improved, 20 cases of eclampsia are 
recorded out of a number of deliveries almost the 
same as in 1944. 

Rina Saunders 


295. An Investigation of Liver Function in Normal 
Pregnancy and in the Late Toxaemias of Pregnancy. 

By E. M. A. Day and A. L. HELLEsTRAND. Med 
J. Aust., 11, 326-329, Sept. 13, 1947. 15 refs. 

The authors describe a series of liver-function 
tests carried out on patients with toxaemia of late 
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pregnancy and on a control series of normal preg- 
nant women. Other authors have described results. 
It has been claimed that the Rosenthal test indi- 
cates the degree of toxicity, but this has been 
doubted and the hippuric acid test has also given 
inconclusive results. 

In the present investigation the cephalin-choles- 
terol test, the serum phosphatase level, the colloidal 
gold test and the total serum protein level were 
studied. One hundred patients with toxaemia gave 
a smaller number of positive results with the 
cephalin-cholesterol flocculation test than did 101 
women with normal pregnancy. The occurrence 
of negative results could not be correlated with the 
severity of the toxaemic condition. No difference 
could be shown between the levels of acid and 
alkaline phosphatase in serum in normal pregnant 
and toxaemic women. The colloidal gold test gave 
no positive results in 23 toxaemic women, though 
2 positive results were obtained in 2 out of 25 
normal pregnant women. The level of serum 
protein was found to be slightly lower in toxaemic 
women than in normal pregnant women; this agrees 
with the results of other workers. 

Josephine Barnes 


296. Late Toxemias of Pregnancy; the Number 
One Obstetrical Problem of the South. 

By R. A. Ross. Amer. J. Obstet. Gynec., 54, 
723-730, Nov. 1947. 


297. A Case of Severe Pre-eclamptic Toxaemia with 
Central Placenta Praevia. 

By G. NEwsotp. Brit. med. ].,2, 997-998, Dec. 
20, 1947. 


298. Pre-eclamptic Toxemia of Pregnancy. 
By R. F. ZEIGLER. North Carolina med. J., 8, 
655-659, Oct. 1947. 16 refs. 


299. Gastric Symptoms in Impending Eclampsia. 
(Maagklachten bij dreigende eclampsie. ) 

By H. Heyster. Ned. Tijdschr. Geneesk., 91, 
3622-3624. Dec. 13, 1947. 


300. Eclamptic Serous Nephritis. (Nephritis serosa 
eclamptica. ) 

By H. Dieter. Zbl. Gynik., 69, 514-523, 1947. 
3 figs. 

301. Post-eclamptic Epilepsy. 
eclamptica. ) 

By C. Pinepo and N. QuirNo. Rev. Asoc. méd. 
argent., 61, 715-716, Oct. 15-30, 1947. 4 refs. 


(Epilepsia post- 


302. Infarction of the Uterus. (Uterusinfarct. ) 
By A. J. M. Hormer. Ned. Tijdschr. Geneesk., 
91, 3590-3594, Dec. 13, 1947. 


303. Clinical and Critical Contribution to the Treat- 
ment of Placenta Praevia. (Contributo casistico e 
critico alla terapia della placenta previa.) 

By A. Rizzuti. Arch Ostet. Ginec., 42, 95-100, 
Mar.—Apr. 1947. 32 refs, 


In an extensive review of the literature on 
placenta praevia a table, compiled from 27 authors, 
is included in which statistics of maternal and 
foetal mortality are arranged according to the mode 
of delivery—whether abdominal or vaginal. It is 
interesting to note that, in the majority, both 
maternal and foetal mortality are lower when the 
abdominal route is employed. 

The author presents results in 87 cases collected 
over a period of 17 years, These form 1.1 per cent 
of the 7,288 deliveries which took place during this 
period at the Obstetrical and Gynaecological Clinic 
of the University of Siena. Of these patients, 20 
(22.9 per cent) were primiparae, 23 (26.4 per cent) 
secundiparae, and 44 (50.5 per cent) multiparae. 
The insertion of the placenta was lateral in 27 (31 
per cent), marginal in 32 (36.7 per cent), and central 
in 28 (32.1 per cent). There were 4 pairs of twins, 
so that 91 infants resulted. Of these, 21 (23 per 
cent) were delivered spontaneously, 50 (54.9 per 
cent) after vaginal intervention, and 20 (21.9 per 
cent) by Caesarean section. A detailed analysis of 
the cases is given according to the method of 
treatment adopted. The over-all results showed a 
maternal mortality of 8 per cent with vaginal inter- 
vention, and of 10 per cent with abdominal 
delivery. 

In discussing his results further and comparing 
them with those of other authorities the author con- 
cludes that no standard treatment can be laid down 
for cases of placenta praevia but that each case 
must be treated on its own merits. 


[There are several weaknesses in this article. 


First the series is far too small for any appraise- 
ment of the true merits of the methods of treatment 
employed. Secondly, the author does not state how 
he arrived at the diagnosis of placenta praevia, nor 
is there any statement regarding the severity of 
the haemorrhage or the numbers of haemorrhages 
which occurred. He does not indicate whether 
blood transfusion was employed. | 
Josephine Barnes 


304. The Incidence of Placenta Praevia and Ante- 
partum Haemorrhage according to Maternal Age and 
Parity. 

By H. Katmus. Ann, Eugen., Camb., 13, 283- 
290, June 1947. 3 figs., 5 refs. 

The author successfully employs the statistical 
method, as Penrose did before him, to show that 
central placenta praevia exhibits a strong correla- 
tion with maternal age. Details of maternal age, 


parity, and type of all classes of placenta praevia § 


and of all haemorrhages at birth occurring between 
1927 and 1945 were studied, together with a control 
series of 1,056 records of deliveries chosen at random 
during the same period and in the same hospital. 
Central placenta praevia was found to be predomi- 
nantly .related to maternal age, and non-central 
placenta praevia and antepartum haemorrhage to 
be mostly related to parity, It follows from this 
that the causal mechanisms concerned in the pro- 
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duction of central placenta praevia on the one 
hand, and non-central placenta praevia and ante- 
partum haemorrhage on the other, differ with 
regard to maternal age and parity; these differences 
are shown to be of value in diagnosis. For a 
primipara known to have a placenta praevia the 
probability that it is a central one rises from 12 per 
cent at 15 to 19 years to 72 per cent at ages 45 to 
50, at which late age placenta praevia centralis is 
progressively less likely to occur in multiparae. 
The chances that any severe bleeding at childbirth 
is due to central placenta praevia are considerable 
in very elderly primiparae and in second preg- 
nancies, whereas they become very small with 
decreasing maternal age and increasing parity. 

The author discusses the possibility of a genetical 
aetiology and a maternal-foetal incompatibility as 
causal agencies of these conditions, but it is difficult 
to imagine a way in which, at such an early stage, 
serological causes could prevent implantation of an 
ovum at the usual place in the fundus. 

F, A. E. Crew 


305. Treatment of Placenta Praevia: Some His- 
torical and Modern Aspects. 

By J. E. Savace. Bull. Sch. Med. Maryland, 32, 
97-110, Oct. 1947. 44 refs. 


306. Chorio-angioma of the Placenta. (Corio- 
angioma da placenta.) 

By D. Devascto and C. Crart. 
Obstet., 2, 733-758, Oct. 1947. 
graphy. 


307. Use of Sodium £-Glycerophosphate in Obstet- 
rics. (E] empleo del B-glicerofosfato sodico en la clinica 
obstetrica.) 

By J. Boretra Liusia and C. Garcia FUNCASTA. 
Obstet. Ginec. lat.-amer., 4, 896-911, Dec. 31, 1946. 
5 figs., 10 refs. 

The authors report an extensive obstetrical 
experience of sodium {f-glycerophosphate. The 
practical application of this drug is founded on the 
work of Velazquez and his school, who found that 
glycerophosphate has a paralysing effect on the 
uterus, while lacking the effect on the intestines 
and blood vessels possessed by glycerin. The 
B-isomer is more effective than the a-isomer. Its 
action is still imperfectly understood, but is sup- 
posed to be due to the effect of the phosphorus- 
bearing radical on uterine metabolism. 

In 61 cases of threatened abortion this drug failed 
to avert abortion in 10 cases, and in another 3 
abortion was postponed. Its action is purely a 
symptomatic one in inhibiting uterine activity. It 
was successful in 6 cases out of 10 of premature 
labour, and was temporarily successful in some of 
the others. In 8 cases in which laparotomy was 
carried out during pregnancy the drug was 
successful in preventing abortion in all. The 
authors have now used the drug in a total of 129 
patients with excessive uterine action in labour, 
including such conditions as rigid cervix, tetanic 
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spasm, and violent action following pituitrin 
administration. In 24 cases the drug failed, but in 
18 of these there was some explanation for failure, 
such as inadequate dosage or a history of poly- 
neuritis of pregnancy. In cases of placental reten- 
tion the drug has also been successful, and in such 
cases the uterus will subsequently react to oxytocic 
drugs. For the treatment of after-pains the drug 
has been used in over 200 cases, with failure in 
approximately to per cent. 

The dose has varied between 10 ml. of 50 per cent 
solution once or twice daily in cases of threatened 
abortion or premature labour, and 30 ml. in cases 
of threatened rupture of the uterus or violent 
tetanic system. [The route of injection is not 
stated in this article, but in previous reports it 
appears to have been the intravenous one.] No 
toxic effects were observed when daily amounts of 
up to Io or 15 g. were given. Failure has usually 
been observed in cases of polyneuritis of pregnancy, 
and it is believed that aneurin is necessary for the 
action of the glycerophosphate on the uterine 
muscle. No harmful effect on the foetus has been 
noted, and in some cases with excessive uterine 
action the heart sounds have become stronger 
after its use. It is also believed to have a stimulant 
effect on the foetal respiratory centre. . 

[The introduction of this drug should constitute 
a big obstetrical advance, if the enthusiastic Spanish 
reports about it are confirmed. | 

Bryan Williams 


308. A Rare Cause of Intrauterine Death. 
zeldzame doodsorzaak van het kind in utero.) 

By H. Hoyne. Ned. Tijdschr. Geneesk., 91, 
1977-1983, July 19, 1947. 5 figs., 7 refs. 

A 30-year old normal healthy multipara noticed 
towards the end of her fourth pregnancy that the 
foetus, after a day of unusually violent intrauterine 
movements, ceased to give signs of life. On exami- 
nation it was found that the foetus was dead; no 
maternal or foetal cause could be detected. 
Spalding’s sign was absent. Labour, induced 
artificially, produced a macerated child weighing 
3.3 kg., and the placenta was expelled 10 minutes 
later. Its appearance and that of the chorion were 
normal, but the amnion was detached and rolled 
into a thin strand; at a distance of 35 mm. from the 
insertion it was wound tightly round the umbilical 
cord, causing constriction. On both sides of the 
strangulation the cord was swollen and oedematous. 
The author has found no record of a similar case in 
the literature. 


(Een 


A. Lilker 


309. Oliguria after Abortion. 

By J. H. Humpurey and F. A. Jones. Clin. 
Sci., 6, 173-186, July 17, 1947. 5 figs., 27 refs. 

Renal failure with oliguria after abortion (of 
which only 19 cases have been hitherto reported) 
may be due to pyelonephritis, ingested poisons, 
sulphonamides, quinine sensitivity, incompatible 
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transfusion, a syndrome described by Bratton with 
renal changes resembling those of crush syndrome, 
or symmetrical cortical necrosis. Four patients, all 
of whom recovered with ‘‘ conservative ’’ treat- 
ment, are described in the fullest detail. These were 
seen over a period of 20 months in a hospital where 
400 abortions are dealt with annually. Careful 
control was kept of salt and water balance; glucose, 
bicarbonate, aneurin, nicotinic acid, ascorbic acid, 
penicillin, and blood transfusions were also given. 
Biochemical observations included studies of plasma 
electrolytes and indicators of endogenous tissue 
breakdown, such as sulphate, urea, uric acid, 
phosphorus, and potassium. Deductions are made 
therefrom on the general metabolism in uraemia, 
such as that 57 to 67 g. of protein is broken down 
daily. Creatinine clearance is taken as an index of 
glomerular filtration, and it is assumed that the 
true serum creatinine is two-thirds of the apparent 
value. In 1 case the volume of filtrate corresponded 
to the total volume of urine. Pigment casts were 
found in the urine in 2 cases. Urea clearance 
returned towards normal: a puzzling point in Case 
1 was the failure to concentrate ‘‘ diodrast ’’ 2 years 
afterwards, with normal blood urea and urea clear- 
ance and without nycturia. The pathogenesis of this 
syndrome is discussed in the light of the work of 
Barclay, Trueta, Daniel, Franklin, and Prichard 
(Lancet, 1946, 2, 237). The pathological process 
involved was thought to be renal vessel spasm with 
or without thrombosis, such as is found in persons 
dying with symmetrical renal cortical necrosis. 

[ Positive evidence for the above theory is incon- 
clusive; negative evidence by exclusion of other 
possibilities is not complete. For example, intra- 
vascular haemolysis due to forceful injection of 
soap and water is a possibility in some cases, similar 
to the pigment nephrosis following water-flushing 
in prostatectomy. | 

E.G. L. Bywaters 


310. Sulphathiazole Treatment of Infected Abortion. 
(Sulfatiazolbehandling av infekterade aborter.) 

By R. Fanraius. Nord. Med., 35, 1641-1644, 
Aug. 1, 1947. 13 refs. 

Treatment of infected cases of abortion at the 
Sabbatsberg Hospital, Stockholm, with sulpha- 
thiazole has now been stopped because a careful 
study of two series of cases—-284 treated with 6 g. 
of the drug daily and 148 control cases—revealed 
no significant difference in duration of fever, stay 
in hospital, or incidence of complications. Where 
septicaemia or peritonitis complicated the abortion 
sulphathiazole treatment seemed of no value. 


S. S. B. Gilder 


311. The Treatment of Inevitable, Incomplete, and 
Septic Abortion. An Analysis of 600 Consecutive Cases. 

By J. McD. Corston and J. STALLwortHy. 
Brit. med. J., 2, 89-91, July 19, 1947. 4 refs. 

The authors’ purpose is to consider the treatment 
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of inevitable, incomplete, and septic abortion. The 
abortion was regarded as: (a) Inevitable, when 
bleeding was associated with uterine contractions 
and dilatation of the internal ostium. (b) Incom- 
plete, when bleeding persisted after abortion and 
examination revealed a bulky uterus, usually with 
a patulous cervical canal, or when inspection of the 
aborted material indicated surely that tissue had 
been retained. Subsequent removal or passage of 
placental fragments confirmed the diagnosis. (c) 
Septic, when associated with otherwise unexplained 
pyrexia, offensive or purulent discharge, or evidence 
of pelvic inflammation. 

There are two main schools of thought in the 
treatment of established abortion. (a) The ‘‘ non- 
interventionists ’’’ believe that, given time, the 
uterus will empty itself; they maintain that the 
mother is thereby subjected to the least possible 
risk, (b) The “‘ interventionists ’’ consider that all 
inevitable and incomplete abortions which are not 
rapidly and spontaneously completed should be 
treated by surgical evacuation of the uterus. The 
authors declare themselves ‘‘interventionists ’’ but 
consider this practice at least as safe as that of 
‘“ non-intervention ’’. General surgeons have long 
accepted that a wound heals most rapidly when 
cleansed of non-viable debris. The wound at the 
placental site should be treated similarly. 

The series supporting these contentions consists 
of 600 consecutive cases of inevitable, incomplete, 
and septic abortion. The authors have not included 
58 cases of threatened, spontaneous complete, and 
missed abortions—in this group there were no fatal 
cases. The serious nature of many of the 600 cases 
is shown by the fact that 71 required blood trans- 
fusion, The method of evacuation employed is 
described in detail. The operation completed, a 
pack of sterile gauze (impregnated in septic cases 
with to g. of sulphathiazole powder) is inserted 
into the uterine cavity. It is removed in 6 hours, 
The patient gets up 36 to 48 hours after the evacua- 
tion and is discharged on the third or fourth day. 
There was 1 death in the series (mortality of 0.17 
per cent), This patient had aborted 1 month 
previously and bled daily until she was admitted 
with a haemoglobin value of 22 per cent. A 
provisional clinical diagnosis of gas-gangrene 
infection was confirmed by a necropsy finding of 
Clostridium welchii septicaemia. 

Anthony W. Purdie 


312. Treatment of Clostridium welchii Septicaemia 


after Abortion. (Traitement des septicémies post- 
abortum a bacillus perfringens.) ; 

By P. A. Ricuarp. Sem. hép., Paris, 23, 2865- 
2868, Dec. 21, 1947. 2 figs. 


313. The Legal Basis for Lawful Abortion in South 
Africa. 

By N. C. Masters. Clin, Proc, Cape Town, 6, 
300-305, Sept. 1947. 17 refs, 
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314. The Diagnosis of Hydatidiform Mole by Gona- 
dotropic Hormone Assay Using the South African 
Frog. (Xenopus Levis.) 

By A. I. Weisman and C. W. Coatrs. /. clin. 
Endocrinol., 7, 289-292, Apr. 1947. 13 refs. 

The differential diagnosis of pregnancy and 
chorionepithelioma or hydatidiform mole may be 
made by injecting Xenopus frogs with neat or 
diluted urine. Two female frogs are each injected 
with 1 ml. of neat urine, or of urine diluted tenfold 
ora hundredfold. If ovulation is produced by the 
neat urine only, then the case is one of pregnancy. 
If the smaller dilution produces ovulation this is 
strong evidence of chorionepithelioma or hydatidi- 
form mole; conclusive evidence of one of these is 
given if the larger dilution also produces ovulation. 
Correct diagnoses were thus made in 31 cases. 

P.C. Williams 


315. Carcinoma of the Cervix and Pregnancy. 
(Cancer del cuello uterino y embarazo.) 

By C, ZUCKERMANN. Obstet. Ginec. lat.-amer., 
5, 343-346, Aug. 1947. 1ref. 

316. The Treatment of Carcinoma of the Cervix 
Complicated by Pregnancy. 

By G. G. Warp. J. Mt Sinai Hosp., 14, 674-678. 
Sept.-Oct. 1947. 11 refs. 


317. Carcinoma of the Uterus and Pregnancy. 
(Uteruskarzinom und Graviditiat.) 

By I. M. Stutzer. Strahlentherapie, 76, 361- 
370. 1947. 4 figs., 50 refs. 

Twenty-three cases of carcinoma of the cervix 
were associated with pregnancy in a series of 20,575 
deliveries during a 20-year period of observation. 
In the same period 3,482 genital carcinomata were 
treated, of which 2,250 were uterine. Seven- 
teen of the cases were diagnosed and treated during 
pregnancy, 6 after delivery. The average age of 
the patients was 33 years (22-42), ten years less 
than the average in the non-pregnant. The average 
parity was 5. 

The author ‘stresses the facts that the earliest 
symptom, haemorrhage, does not indicate the 
beginning of the carcinomatous process, and that 
an extensive carcinoma in pregnancy may 
be entirely symptomless. Furthermore, severe 
bleeding or its occurrence early in pregnancy does 
not necessarily imply an extensive or inoperable 
growth. As a rule the bleeding was not alarming 
nor was the stage of the growth correlated with the 
occurrence of the bleeding or the duration of preg- 
nancy. Only one Stage III carcinoma was encoun- 
tered during pregnancy, There appeared to be no 
tule by which the prognosis or rapidity of growth of 
the carcinoma in pregnancy could be determined, 
and while younger patients tended to have the least 
favourable outlook (about that of Stage III cases 
treated by radium therapy) in one such case preg- 
nancy appeared to have an actual retarding effect 
on an established carcinoma. Rapid growth occurs, 
however, in the puerperium and immediate opera- 
tion is therefore advised. 
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The treatment advised is neatly tabulated, 
according to the stage of pregnancy when the 
carcinoma is discovered and its operability, thus: 
(a) First 3 months—Wertheim operation and 
irradiation or, if inoperable, supravaginal ampu- 
tation followed by radium and irradiation. (b) 
Last 3 months—Caesarean section followed by 
Wertheim operation and irradiation. (c) In the 
puerperium—immediate operation. (d) Where a 
living child is urgently desired—radium (2 x 2,000 
mgm.-hrs.) and then as under (b). 

An operability rate of 94.1 per cent was obtained 
with a primary mortality of 2.5 per cent and a 
5-year cure rate of 42 per cent. In each case X-ray 
therapy was also given postoperatively. 

E. D. Grasby 


318. A Case of Uterine Sarcoma in Pregnancy. 
(Uber einem Fall von Uterussarkom in der Gravidi- 
tat.) 

By I. M. Srurzer. 
1947. 3 figs., 20 refs. 


319. On the Problem of Uterine Malformation in 
Pregnancy and Labour. [In English. ] 

By A. Sapovsky and A. BRZEZINSKY. Acta med, 
ovient., Tel-Aviv, 11, 277-281, Sept. 1947. 1 fig., 
7 refs. 


Zbl. Gyniik., 69, 350-353, 


320. Full-term Pregnancy Following Operation for 
Atresia of the Vagina. 

By J. L. Baer. J. Mt Sinai Hosp., 14, 244-247, 
Sept.—Oct. 1947. 2 figs., 3 refs. 


321. Full-term Pregnancy following Operation for 
Congenital Absence of Vagina. 

By J. L. Baer and E. J. DeCosta. Amer. J. 
Obstet. Gynec., 54, 696-697, Oct. 1947. 4 refs. 


322. Ileus in Pregnancy. (Ileus in der Schwanger- 
schaft.) 

By H. Dorr. Med. Klinik., 42, 761-762, Oct. 
15, 1947. 5 refs. 


323. The Effect of Pregnancy on the Incidence of 
Dental Caries in Indian Women. 

By C. D. M. Day and K. L. SHourte. Indian J. 
med. Res., 35, 101-108, Apr. 1947. 20 refs. 

The teeth of 182 women were carefully examined. 
The degree and severity of caries found in all the 
teeth and in the lower left first molars were 
analyzed in respect of the number of pregnancies 
in different age groups. No correlation was found 
to exist, and the findings, therefore, do not support 
the popular view that pregnancy tends to produce 
an increase in dental caries. 


John Yudkin 


324. Treatment of Pyrosis in Pregnancy by Pros- 
tigmin. (Tratamiento de la pirosis del embarazo por 
prostigmine. ) 

By J. J. GoMEZz-SIGLER. 
125-127, Apr. 1947. 


Toko-ginec. pract., 6, 
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A series of 137 cases of severe pyrosis of preg- 
nancy, treated with prostigmin after full investiga- 
tion, is reported. Test-meals in all cases showed 
that in 18 the acidity was normal, in 16 there was 
hyperchlorhydria and 78 hypochlorhydria, and in 
25 there was almost complete achylia. X-ray 
examination showed that an opaque meal passed 
normally through the oesophagus in 79 patients, 
but in the 58 others filling was slow and motility 
was decreased. One case had a diaphragmatic 
hernia and saccular dilatation of the cardiac end of 
the stomach. In no case was an organic lesion found 
in the stomach or duodenum, but in 92 cases there 
was delayed emptying with decreased tone, in 19 
cases rapid emptying with increased tone, and in 
the other 26 peristalsis was normal. 

Treatment was carried out with twice-weekly 
intramuscular injections of prostigmin, 0.5 to 1 mg. 
In some cases hydrochloric acid and gastric ferments 
were also given, and in severe cases daily intra- 
venous injections of 100'mg. of aneurin. In 102 
cases there was complete relief of symptoms, in 23 
cases marked relief, and in 12 only temporary relief 
or none at all. Improvement usually followed the 
first or second injection, and 6 was the maximum 
number found necessary. The drug had no harm- 
ful effect on the uterus, and there were no cases of 
abortion. 

The author considers that in this condition there 
is decreased tone in the oesophagus and intestinal 
tract produced by the hormones of early pregnancy, 
and that prostigmin acts by stimulating the 
parasympathetic system and inhibiting the action 
of cholinesterase, thus bringing about normal 
motor and secretory function. 

Bryan Williams 


325. Heart Disease and Pregnancy. 

By J. Barnes. Med. Press, 443-446, Nov. 12, 
1947. 6 refs. 

326. Pregnancy and Coronary Insufficiency. 
(Schwangerschaft und ‘‘ Coronarinsuffizienz.’’ ) 

By H. SIEDEK and R. WENGER. Wien. klin. 
Wschr., 59, 696-700, Oct. 24, 1947. 2 figs., 62 refs. 


327. Auricular Fibrillation 
Labour. 
kraambed.) 

By G. A. LinpEBoom. Ned. Tijdschr. Geneesk., 
91, 3686-3695, Dec. 20, 1947. 9 refs. 

328. Thrombosis and Embolism in Pregnancy. 
(Thrombose und Embolie in der Graviditit.) 

By R. AESCHBACHER. Praxis, 36, 879-882, Dec. 
27, 1947. 29 refs. 

329. Icterus Gravis in Pregnancy and Spontaneous 
Symmetrical Fractures (Milkman’s Syndrome). 
(Icterus gravis graviditatis et fractures symétriques 
spontanées—syndrome de Milkman.) 

By D. Stuck. Schweiz. med. Wschr., 77, 398- 
404, Apr. 5, 1947. 3 figs., 20 refs. 

A case of icterus gravis is described in a primipara 
of 39 who had complained of increasing pain in the 


in Pregnancy and 
(Boezemfibrilleren in zwangerschap en 
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back during the later months of pregnancy. X-ray 
examination on admission to the clinic (as a case 
of toxaemia) revealed symmetrical spontaneous 
fractures in the right and left tenth ribs (Looser’s 
zones of reconstruction). Coma developed but a 
living child was born and the patient recovered. 
Intramuscular injection of 600,000 units of vitamin 
D with three tablets daily of ‘‘ calcium-D- 
redoxon ’’ and ‘‘ C-phos ’’ produced a considerable 
improvement in the bony lesions after 15 days. 
The author discusses the relative parts played 
by hypovitaminosis D, hepatic and endocrine 
dysfunction, and the demands of the foetus in 
producing the bony lesions. He attributes their 
location in the tenth ribs to the mechanical factors 
of pregnancy, when the centre of gravity of the 
body is displaced forward, altering the muscular 
tension of the diaphragm and the muscles of the 
back. He emphasizes the value of serum phos- 
phatase estimations; a secondary rise indicated the 
advisability of a second intramuscular injection of 
vitamin D. E. T. Ruston 


330. Leukemia (Summary of 100 Cases) and 
Lymphosarcoma Complicated by Pregnancy. Cellular 
Changes Produced in Guinea Pigs by Extracts of 
‘* Leukemic ”’ Placenta. 

By L.A. Err. Amer. J. clin. Path., 17, 268-280, 
Apr. 1947. 2 figs., 57 refs. 

The course of leukaemia is not altered by preg- 
nancy. Fowler’s solution, transfusions, and 
brewer’s yeast are still probably the best therapeu- 
tic agents in leukaemia complicated by pregnancy. 
X-radiation directed even close to the abdomen is 
probably dangerous to the foetus. The placenta 
from a patient with chronic myeloid leukaemia 
showed slight infiltration with myeloid cells. A 
lipid extract of this placenta, injected into 2 guinea- 
pigs, produced myeloid cell infiltrations in the 
organs, while injection of a similar extract of a 
normal placenta produced no abnormal cellular 
infiltrations in the organs of 2 control animals. 

The placenta is a complete barrier to leukaemia, 
whether the leukaemia is in the mother or in the 
foetus.—|Author’s conclusions. | 


331. Sickle Cell Anemia and Pregnancy. 

By J. H. Hopces and J. B. BERNsTINE. Amer. J. 
Obstet. Gynec., 54, 108-113, July 1947. 21 refs. 

Three case reports of sickle-cell anaemia in preg- 
nancy are added to the 20 published cases. Two of 
these patients presented signs and symptoms of 
toxaemia of pregnancy. In sickle-cell anaemia 
with pregnancy, vascular phenomena, particularly 
thromboses, occur frequently. These phenomena 
may, in these instances, bear an important 
relationship to the occurrence of, or the severity 
of, the symptoms of the toxaemia of pregnancy. 
—[Authors’ summary. | 


332. Sickle Cell Anemia in Pregnancy. 
By J. CarRanGELo and O, M. Orts. Sth. med. J., 
40, 1016-1019, Dec. 1947. 9 refs. 
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333. Pernicious Anaemia in Pregnancy. (Zur 


Kenntnis der Schwangerschaftsperniziosa. ) 
By A. ScHaRPLatz, Zbl. Gyndk., 69, 135-141, 
1947. 1 fig., 11 refs. 


334. Shock Therapy during Pregnancy. 

By E.M. Kent. Psychiat. Quart., 21, 102-106, 
Jan. 1947. 5 refs. 

Pregnancy has been regarded by many as a 
contra-indication to shock therapy, though patients 
have been described in the literature in whom this 
form of therapy did not interrupt the normal course 
of pregnancy. Three psychotic women were treated 
in Gowanda State Homoeopathic Hospital. The 
first, a Jewish multipara, had a paranoid schizo- 
phrenia. A third course of shock therapy combined 
with insulin treatment without rest in bed was 
given during pregnancy, though the latter was not 
diagnosed with certainty at the time and abortion 
ensued at four months. 

The second patient was a Polish woman, five 
months pregnant with her second child, who 
developed a manic-depressive psychosis for which 
she was given electro-shock treatment with fair 
results, the child being delivered alive by Caesarean 
section. The third patient, an American woman 
four months pregnant with her first child, became 
severely ill with schizophrenia. She was given 
electro-shock therapy and deep insulin therapy 
with some benefit, and was delivered of a living 
child at term. 

It is clear that pregnancy is not a complete 
contra-indication to shock therapy, though the 
latter is not unattended with risk. Whether the 
treatment is more of a risk than the manifestations 
of the psychosis is open to doubt. Not enough is 
known to indicate whether any particular stage of 
pregnancy is more favourable for this treatment or 
whether any length or severity of treatment con- 
stitutes an added risk. Each case must be treated 
on its merits. R. G. Gordon 


335. Status Epilepticus Complicating Pregnancy. 

By J. F. Goopwin and C. W. Lawson. Brit. 
med. J., 2, 332-333, Aug. 30, 1947. 5 refs. 

The case is described of a married woman of 23 
who was admitted to hospital in status epilepticus 
when she was three months pregnant. She began 
to have major epileptic fits at the age of 21 and 
thereafter continued to have occasional fits which 
were controlled by phenobarbitone, After one 
year’s treatment she ceased to take the drug, with 
the result that she went into status epilepticus for a 
few hours eighteen months before her admission to 
hospital. During the first three months of her 
pregnancy she again ceased taking phenobarbitone. 
The pregnancy remained undisturbed in spite of 
the fact that she was in continuous coma for six 
days and had a total of 128 fits in hospital in 
addition to an unknown number before admission. 
The treatment consisted of repeated intramuscular 
injections of sodium phenobarbitone and of 


“oedema _ sufficient to 
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intravenous injections of thiopentone, together 
with paraldehyde first by the rectum and later 
through a gastric tube. She was finally delivered 
of a normal child at term. 

The attack of status epilepticus was considered 
to be due to two factors: (1) failure to take the 
prescribed dose of phenobarbitone, and (2) the 
effects of the changes in normal balance with intra- 
cellular fluid retention which occur in pregnancy 
and which may lead to a slight degree of cerebral 
‘* fire-off’’ an excitable 


cortical focus. Geoffrey McComas 


336. The Treatment of Tetany in Pregnancy and 
after Delivery. (Lécba tetanie v tehotenstvi a po 
porodu.) 

By V. SEBEK. Ceskoslov. Gynaek., 12, 222-241, 
1947. 6 refs. 

The author had never seen a case of tetany of 
pregnancy or lactation in the 14 years before 1940, 
but has encountered several cases since. Probably 
deficient nutrition, overwork, and the psychologi- 
cal strain of the German occupation are responsible. 
He finds that nowadays tetany is rarely seen in its 
acute and severe form, but mostly as a chronic 
disease of varying intensity, with a good prognosis 
as to life; the outlook for complete cure, however, 
remains dark. Hypocalcaemia may be absent even 
in the most obvious cases, and the determination 
of ionized calcium and of inorganic phosphorus is 
of great importance in diagnosis. 

Seven cases are described, 1 of them in detail. A 
woman, 5 months pregnant, had been suffering for 
3 years from recurrent tetanic convulsions, which 
were aggravated by the present pregnancy. 
Reluctant to terminate the pregnancy, the author 
implanted calcium tablets (5 g.) subcutaneously; 
this, together with regular administration of para- 
thyroid hormone, led to some improvement for 40 
days, but a severe relapse followed. However, the 
pregnancy continued, and at term the patient was 
delivered of a healthy boy. Immediately after 
delivery the spasms disappeared almost completely, 
but a month later a relapse refractory to all treat- 
ment ensued, although she did not breast-feed her 
infant. When mental changes appeared it was 
decided to implant four parathyroid glands from 
freshly killed bullocks into the rectus sheath, no 
human parathyroids being available. This was 
followed by immediate and complete disappear- 
ance of all signs and symptoms for 6 months. 
Re-implantation had a similar effect for 9 months, 
when the patient had signs of an impending relapse, 
and was found to be 3 months pregnant. Since 
she refused further implantations and showed her- 
self non-co-operative with regard to avoidance of 
pregnancies, termination of pregnancy with sterili- 
zation was performed. Six more cases are briefly 
described; in 4, implantation of bullock parathy- 
roids was performed with very good results while 
the condition in the other 2 could be controlled by 
the usual means. Implantation had to be resorted 
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to because ‘‘ AT 10’’ was unobtainable during the 
war. With equally good results, implantations 
were performed in a few cases of tetany uncon- 
nected with pregnancy, A, Rohan 


337. Polycystic Kidney Disease in Pregnancy. 
By P. Finpiry. J. Mt Sinai Hosp., 14, 293-295, 
Sept.—Oct., 1947. 


338. Nephropathies of Pregnancy and their Influence 
on the General Health and Genital Functions. 
By T. I. Ortova. Akush. Ginek., 5, 49-53, 1947. 


339. Propylthiouracil in Pregnancy. Report of a 
Case. 

By L. Batn. Sth. med. ]., 40, 1020-1021, Dec. 
1947. 3 refs. 


340. Hodgkin’s Disease and Pregnancy, (Lympho- 
granulomatose und Schwangerschaft. ) 

By I. F. Niktscuin. Geburtsh. u. Frauenheilk., 
7, 110-115, Nov., 1947. Io refs. 


341. Pregnancy Associated with Diabetes. 
By L. M. Ranpatt. Amer. J. Obstet. Gynec., 
54, 618-625, Oct. 1947. 3 refs. 


342. Diabetes and Pregnancy. 
By W. E. HENtEy. N. Z. med. J., 46, 386-397, 
Oct. 1947. 2 figs., 59 refs. 


343. Diabetes Mellitus and Pregnancy. (Diabetes 
Mellitus og Graviditet.) 
By K. E. PETERSEN. 
918, Dec. 11, 1947. 


Ugeskr. Leg., 109, 913- 
1 fig., 13 refs. 


344. Infectious Hepatitis associated with Pregnancy. 
A Report of four Cases. 

By R. Martin and F. C. Fercuson. New. Engl. 
J. Med., 237, 114-117, July 24, 1947. 7 refs. 

On account of the rarity of this combination the 
authors have recorded 4 cases of infective hepatitis 
in pregnant women during an epidemic which 
occurred in Portland, Maine, starting in 1944. All 
the patients were multiparae, three aged 24 to 26 
years and the fourth 39. Symptoms of liver damage 
appeared in mid-pregnancy in 3 cases, and 31 days 
after a miscarriage in the fourth (this can be in- 
cluded because the incubation period is said to vary 
from 20 to 40 days). The usual symptoms are 
described; fever with rigors was present in 2 of the 
cases. Laboratory tests showed definite evidence 
of liver dysfunction, and the patients were all 
anaemic (red cell count about 3,500,000 per c.mm.). 
Treatment consisted of a diet rich in protein, carbo- 
hydrate, and vitamins, with little fat—although 
owing to anorexia this was not relished—supple- 
mented with infusions of 1,000 ml. of 10 per cent 
glucose in distilled water and casein hydrolysate (in 
the form of ‘‘ amigen ”’ solution, 1,000 ml.) given 
intravenously each day. Vitamin B was supplied 
intramuscularly and as brewer’s yeast, together 
with crude liver extract. On this diet patients 
improved steadily, although 1 required Caesarean 
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section after 2 months, the baby dying 7 days later, 
In addition the authors recommend the use of 
--globulin, although this therapy is of no apparent 
use once the symptoms have appeared. The main 
emphasis is laid upon prompt admission to hospital 
and rest in bed, for the duration of jaundice has 
been found to be inversely proportional to the 
amount of strict rest in bed instituted at the 
beginning of treatment, 

None of the mothers died, and the deaths of 2 
of the children could be attributed only to pre- 
maturity, since there was no sign of liver damage 
in either. Permanent liver damage may have 
occurred in 1 of the adults, for when last seen she 
had a raised erythrocyte sedimentation rate and 
an abnormal blood protein level, but seems un- 
likely in the other 3. The patient appears to 
benefit from removal of the foetus, and in cases 
which do not respond to treatment interruption of 
the pregnancy should be seriously considered. 

T.E.C. Early 


345. Infectious Hepatitis in Pregnancy. 


By B. ZonpEK and Y. M. BromsBerc. /. Mt 


Sinai Hosp., 14, 222-243, Sept.—Oct. 1947. 41 refs. 


346. Cause of Congenital Defects Following Rubella 
in Mother; Role of Adrenals. 

By E. E. Brown. Northw. Med., 46, 288-294, 
Apr. 1947. 2 figs., 121 refs. 

This short but important paper quotes no fewer 
than 121 references in support of the view that the 
congenital defects resulting from rubella in the 
mother during early pregnancy are caused mainly 
by the attack of the virus on the embryonic adrenal 
cortex. So important is the function of the foetal 
adrenal cortex in controlling the growth of brain, 
heart, and ectodermal and mesodermal tissues 
generally, that maldevelopment of these tissues 
can be accounted for completely by lesion of the 
adrenal cortex. It is unnecessary to postulate direct 
viral damage to the individual structures, except 
in the case of opacities of the lens, cornea, and 
vitreous body, which may be produced by a direct 
effect. 

While the most common congenital defects of 
the infant attributed to rubella in the mother are 
congenital heart disease, cataract, and deaf- 
mutism, many other defects have been reported. 
These include : (1) ocular anomalies—buphthalmos, 
pigmentation of the retina, strabismus, micro- 
phthalmia, nystagmus, dacryostenosis, foetal iritis, 
and foetal uveitis; (2) cerebral anomalies—micro- 
cephaly, cerebral agenesis; (3) general defects— 
cleft palate, umbilical and inguinal hernia, hypo- 
spadias, cryptorchidism, talipes equino-varus, spina 
bifida occulta, hydrocephalus, and mongolism; (4) 
persistent thymus; (5) clinical phenomena—suck- 
ing and feeding difficulties, malnutrition and 
retarded physical development, prematurity, 
asthenia, cyanosis, retarded eruption of teeth, 
marked sensitivity to atropine, susceptibility to 
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respiratory disease, purpura, severe anaemia, 
pyloric stenosis, and mental deficiency. 

Normal physical and cerebral development in 
utero seems to be dependent on an intact adrenal 
cortex. Hypoplasia or complete absence of the 
adrenals is the usual finding in stillbirths due to 
anencephaly and other monstrosities. The possible 
importance of adrenal function in the foetus is 
suggested by the size of these glands in foetal life. 
In the 3-month foetus they are approximately as 
large as the kidneys. The degree of cerebral defect 
in infants, varying from anencephaly to idiocy or 
mental retardation, seems to depend on the degree 
of adrenal deficiency. 

Cataract may be produced either by insufficient 
adrenal cortical control or, more probably, by a 
direct effect of rubella virus on the lens anlage, 
which is vulnerable during its critical period of 
development between the fifth and ninth weeks of 
foetal life. Microphthalmia, congenital glaucoma 
(buphthalmos), and dacryostenosis are pure 
developmental defects most probably associated 
with deficient growth of the structures or with lack 
of vascular tone and consequent disturbed secre- 
tion. All these conditions could, however, arise 
from hypoadrenia. Pigmented spots on the fundus 
have probably a similar origin. 

Cardiac defects include delay in closure of the 
interventricular septum, ductus arteriosus, and 
foramen ovale. The critical period for their 
development is from the fifth to the eighth week, 
and they have been related by various observers 
to an associated adrenal hypoplasia. Heart anoma- 
lies as well as eye defects, enlarged thymus, small 
brain, hernia, cleft palate and hypospadias are not 
uncommon in mongolism, 2 cases of which occurred 
in a series of 45 infants whose mothers had had 
rubella. 

The association of congenital hydrocephalus 
with hypoplastic adrenals and the antagonism and 
inter-relationship between the adrenals and 
thymus have been clearly established. The condi- 
tions most indicative of cortical hypoadrenia in 
the infants under consideration are retinal pig- 
mentation, anorexia, asthenia, susceptibility to 
infection, and persistence of thymus, while sugges- 
tive conditions are arrested development, prema- 
turity and immaturity, pyloric stenosis, glaucoma, 
and mongolism. In mongolism there is impairment 
of the adrenal cortex. H. Stanley Banks 


347. Tuberculin Skin Reactions in Pregnancy and 
the Puerperium. (Cutiréaction tuberculinique et état 
gtavidopuerpéral. ) 

By M. Riviire, L. CHastrusse, and —. Fonta- 
NAUD. Rev. frang. Gynéc. Obstét., 42, 175-182, 
May 1947. 1 fig., 4 refs. 

The authors examined the cutaneous reaction of 
pregnant women to tuberculin in an attempt to 
determine whether women are more liable to tuber- 
culosis during pregnancy than at other times. 
They discuss the difficulty of providing adequate 
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controls, and present previous observations show- 
ing enormous variation in the proportion of 
tuberculin-positive reactions due to the selection 
of material. With tuberculin in a concentration of 
1 in 10,000 they obtained 60 per cent of positive 
reactions in pregnant women compared with 75 per 
cent in non-pregnant controls, and with a concen- 
tration of 1 in 5,000, 52 per cent of positive 
reactions compared with 68 per cent; they suggest 
that the fall in the proportion of positive reactions 
in pregnancy indicates an increase in antibodies. 
Nevertheless, they conclude that no general theory 
regarding changes in antibody values is possible 
from their investigations. In women with old 
tuberculous lesions they had 100 per cent of posi- 
tive reactions. In women with doubtful old tuber- 
culous lesions the percentage was only slightly 
higher than that of a group of students used as 
controls. 

| This work offers interesting speculations on the 
rise in levels of antibodies which mothers subse- 
quently transmit to their infants. The fact is well 
recognized, but the authors offer no experimental 
observations on this point. The conception of this 
study is unsatisfactory, since it is obvious that no 
proper conclusions could be drawn in the absence 
of adequate controls. | Bernard Sandler 


348. The Effect of Diphtheria on Pregnancy, with a 
Report of Five Cases. 

By D. Rosinson, P. Harpy, and L. M. HELt- 
MAN. Amer. J. Obstet. Gynec., 53, 1029-1035, 
June 1947. 30 refs. 

Diphtheria in pregnancy and the puerperium is 
rare; Only 5 cases were observed in over 50,000 
deliveries during 50 years at the Johns Hopkins 
Hospital. Four of these were seen in 1946. 

The literature reviewed is mostly old. Local 
genital lesions in the puerperium are usually mild 
and respond well to antitoxin. Pregnancy may 
aggravate diphtheria or may have no effect on it. 
Severe diphtheria is reputed to cause a high rate of 
abortion or premature labour, but is not associated 
with foetal abnormalities. Immunity in the new- 
born is not invariable, but the passage of antitoxins 
across the placenta has been proved. Passage of 
diphtheria bacilli or toxins has not been observed. 

The present authors describe 5 cases in detail. 
One was mild, at 36 weeks, easily treated, and 
there was no effect on pregnancy, labour, puer- 
perium, or baby. The second patient was admitted 
after a tracheotomy at 28 weeks; she made a slow 
recovery and was delivered normally at term of a 
healthy child. The third had a mild attack at 9 
weeks which responded rapidly to treatment; she 
had a normal delivery at term. The fourth case 
was more severe, at 35 weeks, with palatal paraly- 
sis, difficulty in accommodation, and early myocar- 
ditis. After a long labour at term the patient was 
delivered by forceps. The baby developed transient 
unilateral palatal paralysis after 24 hours. No 
report is given of the result of pharyngeal swabs 
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from the infant. It had less than 0.001 unit of anti- 
toxin per ml. of blood, although the mother was 
Schick-negative. It was given 20,000 units of anti- 
toxin, but the paralysis was thought to be due to 
the difficult labour rather than to the toxin of 
diphtheria. The infant left hospital on the tenth 
day in good condition. The last patient developed 
diphtheria of moderate severity with mild myocar- 
ditis at 14 weeks, and her recovery was complicated 
by serum sickness. Later she developed peripheral 
neuritis which responded to rest and thiamine. She 
showed no tendency to abort and had a normal 
delivery at term. 

The authors conclude from their cases that the 
diphtheria was not adversely affected by the preg- 
nancy, or the pregnancy by the diphtheria. Diph- 
theria and its complications should be treated as 
in non-pregnant patients. 

Aileen M. Dickins 


349. Cervical Pregnancy. 
By D. Doucar. J. Mt Sinai Hosp., 14, 184- 
189, Sept.-Oct. 1947. 4 figs., 3 refs. 


350. Advanced Abdominal Pregnancy. 
By L. Branscoms. Amer. J. Obstet. Gynec., 


54, 874-878, Nov. 1947. 5 refs. 


351. Abdominal Pregnancy: Birth by Rectum. 
By W. W. Brown and C. Rucker. Sth. med. 
J., 40, 905-908, Nov. 1947. 2 figs., 1 ref. 


352. Ectopic Pregnancy. A Study of 174 Cases. 
By W. C. DanrortH. J. Mt Sinai Hosp., 14, 
269-75, Sept.-Oct. 1947. 2 refs. 


353. Bilateral Simultaneous Tubal Pregnancy. 
By L. R. Gorman. Amer. J. Obstet. Gynec., 
54, 698-699, Oct. 1947. 


354. Simultaneous Tubal Abortion and Uterine 
Pregnancy. 

By H. Acosta-Sison. Amer. J. Obstet. Gynec., 
54, 700-701, Oct. 1947. 8 refs. 


355. Diagnosis of Atypical Uterine Rupture. 

By M. S. Krein. Akush. Ginec., No. 4, 35-38, 
1947- 

A case of rupture of the uterus due to perforation 
of the uterine wall by the chorionic villi of a 
placenta accreta is fully described. The author 
considers that previous trauma to the uterus (this 
includes curettage) and previous inflammation are 
a potent predisposing cause of pathological adher- 
ence of the placenta. 

Nicolas Tereshchenko 


356. X-ray in Rupture of the Uterus. 

By G. W. My ks, A. B. Brown, and W. A. 
Jones. Canad. med. Ass. ]., 57, 337-340, Oct. 
1947. 2 figs., 15 refs. 

The authors review the literature on rupture of 


the uterus and give an adequate account of its. 


incidence, aetiology, symptoms, prognosis, and 
treatment. 
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The case described is of a woman aged 40, 6-para, 
7-gravida, in labour for 22 hours, when she experi- 
enced a sudden severe pain followed by complete 
relief. Generalized abdominal pain and a fall in 
blood pressure then developed. No oxytocics had 
been given. The authors report that ‘‘ the baby 
was easily felt lying on its left side with a rounded 
tumour-like mass low in the abdomen on the right.” 
A soft-tissue radiograph was taken which confirmed 
the diagnosis, showing “‘ a good part of the foetus 
lying outside the body of the uterus.’’ Laparotomy 
revealed a g-lb. (4 kg.) baby lying in the abdomen 
and a 5-inch (12.5 cm.) tear in the uterus. The 
authors conclude that there may be many cases 
where a radiograph would be valuable, since many 
cases of rupture are undiagnosed, but they add that 
‘‘ the extra handling necessary to take the plage 
may not be worth the risk to the patient.’’ 

|The details given in this case seem to indicate 
that the clinical diagnosis had already been made. 
The radiograph hardly seems to have been neces- 
sary, thus confirming the authors’ own statement 
that the extra risk involved does not seem to be 
justified by the nature of the information obtained. } 

B. Sandler 


357. Diagnosis and Treatment of Uterine Rupture. 

By L.S. Perstaninov. Akush. Ginec., No. 4, 27- 
35, 1947. 

A series of 262 cases of rupture of the uterus is 
analyzed, 202 cases being collected from Russian 
medical publications during the period 1909 to 1941, 
and 60 cases from the records of the author's 
hospital area (18 of these were personally seen by 
the author). In only 30 of the cases was there any 
evidence of excessive uterine contractions; in 142 
cases uterine contractions were normal in 
character, in 67 cases they were weak and poor, 
and in 23 cases there was uterine inertia. The 
various abnormalities of labour and/or of the 
uterus noted, singly or in combination, were: (1) 
mechanical obstruction (disproportion or mal- 
position) in 92 cases; (2) inflammatory lesions of 
the uterus or adnexa in 83 cases; (3) degenerative 
lesions of the uterine muscle in 76 cases; (4) previ- 
ous caesarean section in 29 cases; (5) previous 
abortion in 12 cases; (6) placenta praevia in 5 cases; 
(7) previous rupture of the uterus in 4 cases; (8) 
perforation of the uterine wall by chorionic villi 
in 4 cases; (9) infantilism of the uterus in 3 cases, 
and (10) previous extrauterine pregnancy in 2 
cases. Only 15 cases were diagnosed as typical cases 
of threatened rupture of the uterus; in addition 16 
had some of the classical signs of threatened rup- 
ture of the uterus. Altogether 135 cases were 
diagnosed at the time of rupture, 53 were diagnosed 
during vaginal exploration for retained placenta, 
29 after their return to the ward, 18 at a subsequent 
laparotomy for intestinal obstruction, 13 4 
necropsy for sudden death, 7 a few days after 
labour, and 5 a few months after labour during 
subsequent surgical procedures; in 2 cases there § 
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no indication as to when the rupture was recognized. 
Twenty-four of the ruptures occurred before the 
onset of labour, 5 of them in the first half of preg- 
nancy. Three patients recovered without treat- 
ment; 31 were treated expectantly (with 22 deaths); 
36 died before operation could be carried out; and 
207 were treated by operation (with 80 deaths).. 
In 58 cases the uterine tear was sutured (with 12 
deaths—20.7 per cent); in 66 cases a subtotal 
hysterectomy was performed (with 25 deaths—37.9 
per cent); and in 68 cases a total hysterectomy was 
performed (with 28 deaths—41.2 per cent). The 
total mortality was thus 47 per cent. The foetal 
mortality was 91.8 per cent, only 21 of the 257 
viable foetuses surviving (11 by spontaneous 
delivery, 8 by laparotomy, 1 by forceps delivery, 
and 1 by version and extraction). 
Nicolas Tereshchenko 


358. Spontaneous Uterine Rupture. 
By C. Bisson. Canad. med. Ass. ]., 57, 583-585, 
Dec. 1947. 10 refs. = 


359. Rupture of the Pregnant Uterus. 

By G. W. Eastey, F. J. Burian, and R. T. 
Rapp. West Virginia med. J., 43, 383-388, Dec. 
1947. 2 figs., 18 refs. 


360. Spontaneous Haematoma of the Rectus 
Abdominis in Pregnancy, (Hématome spontané du 
grand droit au cours de la grossesse.) 

By —. DIGONNET, —. THOYER-Rozat, and —. 
Ducret. Rev. franc. Gynéc., 42, 265-269, Oct. 
1947. 16 refs. 


361. Rupture of Rectus Abdominis Muscle During 
Pregnancy. Report of Two Cases. 


By J. Moraan. 
1947. 5 refs. 


Lancet, 2, 721-722, Nov. 15, 


LABOUR. 


362. The Problem of Delivery of the Non-Resident 
Patient. 

By E. D. Corvin, R. A. BARTHOLOMEW, and 
W. H. Grimes. Amer. J. Obstet. Gynec., 54, 
755-765, Nov. 1947. 9 refs. 


363. Follicular Hormone and Labour. 
hormon und Geburt.) 

By J. Froewis. Zbl. Gynik., 69, 225-238, 1947. 
3 figs., Bibliography. 

The author discusses the relation of the follicu- 
lar hormone to labour and the more important 
results obtained by experiment in animals and by 
clinical trial. The amount of follicular hormone in 
the blood and urine increases in pregnancy, but 
quantitative results are variable, particularly in 
relation to the onset of labour. The reason for 
these variable results is discussed, and the difficul- 
ties occasioned by the distinction between free and 
combined follicular hormone, and _ between 
biologically active and inactive forms, are men- 
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tioned. Certain general conclusions are drawn 
from a study of the literature. Reports of the use 
of follicular hormone in connexion with labour 
record successes and failures in about equal num- 
bers. It is not possible to cause the onset of labour 
with follicular hormone alone in less than 14 days, 
and any good results obtained are nearly always 
due to the combined use of hormone and oxytocics, 
such as pituitary extract. Most authors agree that 
follicular hormone sensitizes the uterus. 

At the Innsbruck clinic in 1939-40 follicular 
hormone alone was used to initiate the onset and 
to make easier the course of labour, while in 1940-41 
and in 1941-42 the older drugs, such as quinine 
and pituitary extract, were used. The author com- 
pares the results obtained in these years and pub- 
lishes graphs of tocometric measurements of uterine 
contractions and of the effect of oestrogen and 
quinine on the contractions. The general con- 
clusion was that the average length of labour was 
longer in the year when follicular hormone was 
used, but there were no marked differences in other 
respects. There was no evidence that the follicular 
hormone, even in massive doses, had any imme- 
diate effect on the onset or course of labour, and 
any effect was certainly less than that of quinine. 
It is thought, however, that the follicular hormone 
is of value in preparing the uterus for labour. In 
the present state of our knowledge it is wiser to use 
the better-known oxytocics when such are in- 
dicated, and to reserve the use of follicular hormone 
for cases in which there is reason to suppose that 
this hormone is deficient. 

L. W. Lauste 


364. Third Stage of Labour. I. Measurement of 
Blood Loss. II. Intravenous Ergotrate. 

By J. K. QuicLtey. Amer, ]. Obstet. Gynec., 53, 
271-274, Feb. 1947. 1 fig., 1 ref. 

Most obstetricians would agree with the author 
that the placental stage of labour is the worst 
managed and the most dangerous, and that most 
present-day theories about it are wrong. The 
author believes (and has observed) that separation 
of the placenta takes place a minute or two after 
the birth of the child instead of the 15 or 20 of tradi- 
tion. Once it has separated, he holds, it should be 
expelled or expressed by the obstetrician, thereby 
lessening bleeding; ‘‘ spontaneous expulsion of the 
placenta to-day is not often seen, the use of 
analgesia and anesthesia prevents this’’ [and, he 
might have added, so does posture]. He is an 
‘‘ active third stager’’, shortening the stage by 
intravenous injection of ergotrate (ergometrine) as 
soon as the head emerges over the perineum; he 
always measures the blood loss (by a simple device, 
which he illustrates) and begins to replace it by 
plasma or blood as soon as it exceeds 300 mi. He 
has used his method in 430 private cases and is well 
satisfied with it. Tables are given showing amount 
of blood loss and length of the third stage in these 
cases. Eardley Holland 
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365. Discussion on the Management of the Normal 
Third Stage of Labour and of Haemorrhage Therein. 

By J. D. S. Frew, H. N. Lioyp, P. DENHaM, 
and G. F. GIBBERD. Proc. R. Soc. Med., 40, 370- 
376, May 1947. 

Bleeding in-the third stage of labour has always 
provided controversial material for the obstetri- 
cian, and the present discussion was timely. Flew 
was concerned mainly with the teaching of treat- 
ment to students and midwives. He stressed the 
dangers of fundal manipulation and Credé’s 
method, and had been impressed by the series of 
cases at University College Hospital, London, when 
ergometrine had been given. Manual removal of 
the placenta had been unnecessary in 500 cases and 
no contraction ring had been diagnosed. 

Lloyd said that postpartum haemorrhage was 
one of the most frequent causes of the flying squad 
being called out. A routine treatment had been 
developed for critical cases. A blood drip trans- 
fusion was started with Rh-negative blood, mor- 
phine was given, and when the general condition 
of the patient improved she was anaesthetized by 
‘* pentothal ’’ and manual removal of the placenta 
was carried out. 

Denham described the present routine in Dublin. 
He considered the normal third stage to be 
accomplished within half an hour; if haemorrhage 
occurred, Credé’s method was tried once only, 


then under anaesthesia followed by manual 
removal if the Credé method failed. If the 


placenta was retained without bleeding, interven- 
tion was delayed for another half-hour. 

Gibberd, in summarizing, stipulated that a 
watch be kept on the fundal level, that no 
oxytocics be used before placental delivery, and 
(given proper conditions) a trial of Credé’s method 
be made after 2 hours. He thought truly adherent 
placenta very rare. Difficulty in delivering the 
placenta was due to inaccessibility of the uterus 
or to a contraction ring. 

Kenneth Bowes 


366. An Outline of the Conduct of Physiological 
Labour. 

By G. D. Reap. Amer. J. Obstet. Gynec., 54, 
702-710, Oct. 1947. 


367. A Radiological Study of Uterine Evacuation. 
By J. Darsace. J. Mt Sinai Hosp., 14, 175-183, 
Sept.-Oct., 1947. 8 figs. 


368. The Autonomic Nervous System in the Genesis 
of Changes in the Pulse and Arterial Pressure in 
Labour. (Il sistema nervoso vegetativo nella genesi 
delle modificazioni del polso e della pressione in 
travaglio di parto.) 

By A. Pavoni. Monit. Ostet.-Ginec., 18, 125- 
144, Jan.-June 1947. 3 refs. 


‘369. The Importance of Rupture of the Membranes 
before the Onset of Labour. (De betekenis van het 
breken der vliezen voor het begin der baring.) 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


By E. Tonxes. Ned. Tijdschr. Geneesk., 9, 
3616-3618, Dec. 13, 1947. 2 refs. 


370. The Psychic Component of Pain in Gynecology 
and Obstetrics. A Sensory Conditioning Process. 

By W. E. Hunter. Amer, J. Obstet. Gynec., 
.54, 848-854, Nov., 1947. 14 refs. 


371. The Use of Ergot for Induction of Labour and 
for the Third Stage of Labour, 

By W. D. A. Cattum. Edin. med. ]., 54, 296- 
305, June, 1947. 18 refs. 

The purpose of this article is to stimulate interest 
in the controversial subject of the use of ergot 
before the delivery of the placenta. In the first 
part of the paper the use of ergot for the induction 
of labour is discussed, the second part being 
devoted to its use at the end of the second stage 
of labour. For the induction of labour a semi- 
synthetic substance methyl-ergometrine (‘‘ parter- 
gine ’’ or ‘‘ methergine ’’) is used. It is prepared 
for oral administration, each millilitre containing 
0.075 mg. of methyl-ergometrine tartrate. 

The method, which has been used in 25 cases, is 
as follows. At 5 a.m. the patient is given an ounce 
(28 ml.) of castor oil; a warm soap-and-water enema 
is introduced an hour later. Starting at 11 a.m, 
0.5 ml. of partergine diluted in ro to 15 ml. of water 
is administered orally, and this is repeated at half- 
hourly intervals for a further three doses. A similar 
course of partergine is given on the following 2 days 
if labour has not started. The indications included 
toxaemias of pregnancy, intrauterine foetal death, 
premature rupture of membranes, post-maturity, 
and marked hydramnios, There were no cases 
earlier than the thirty-sixth week. Disproportion is 
a contra-indication. Back-ache and lower abdomi- 
nal discomfort occurred more or less simultaneously, 
and shortly afterwards contraction of the uterus 
could be felt by abdominal palpation. There was 
no evidence of uterine tetany. Labour appeared to 
be slightly shortened. Blood pressure was not 
affected, and there were no untoward effects on the 
foetus, If uterine tetany should occur it is advised 
that magnesium sulphate (2 ml. of a 50 per cent 
solution) or magnesium gluconate (10 ml. of a 20 
per cent solution) should be given intravenously. 
The only claim made for this method of induction 
is that it is as successful as any other of the better- 
known methods. It was successful in 80 per cent 
of the 25 cases in which it was used. It is believed 
to be much safer than ergometrine, the use of which 
has been followed by serious foetal complications. 

At the end of the second stage (100 cases are 
reported) 0.125 mg. intravenous ergometrine is used. 
It is given after the birth of the anterior shoulder. 
This is important, because the full effect of ergo- 
metrine is obtained only when the foetus is still 
distending the birth canal. The drug usually acts 
on the uterus 20 or 30 seconds after injection, 
causing firm contraction of the uterus which 
detaches the placenta completely from its attach- 
ment and pushes it into the lower segment 
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vagina. It can be expressed manually, with the aid 
perhaps of slight traction on the cord. The amount 
of blood lost is markedly reduced; in 75 per cent 
the loss was minimal—that is, less than 150 ml. 
The third stage rarely lasts longer than 5 minutes, 
and in only 3 cases was it longer than 20 minutes. 
In 1 case the placenta was retained and manual 
removal was required. A possible danger would be 
its use in the case of undiagnosed twins. 
T. C. Clare 


372. Further Studies with Methergine and Its Effect 
on the Pregnant Uterus. 

By J.C. BRouGHER. West. J. Surg., 55, 371-374, 
July, 1947. 19 refs. 

In this paper the author follows up his previous 
work on ‘‘ methergine ’’ (West. J. Surg., 1945, 53, 
276) by a description of 750 further cases treated 
with this new oxytocic drug, and quotes the results 
obtained by other workers. Methergine is a semi- 
synthetic ergot substance (methyl-ergometrine), 
a 2-butanolamide of d-lysergic acid. It is given for 
the same reasons as ergometrine and other ergot- 
type drugs, and has been found to be more effective 
in shortening the third stage of labour and in 
reducing blood loss. No toxic effects have so far 
been noted. In the present series of 750 cases, 
methergine was given routinely in doses of 1 ml. 
intravenously when the foetal shoulder appeared; 
this dose was uniformly effective in 20 to 30 seconds 
and the action lasted for 6 to 8 hours (the effect 
of pituitary preparations is said to last for only 
30 minutes). In 3 cases manual removal of the 
placenta was required; there were no maternal 
deaths in this series, and none of the 9g foetal 
deaths could be attributed to the drug. 

Methergine tablets of 0.25 mg. given for 2 days 
during the puerperium resulted in satisfactory 
involution. [Moir and Russell (J. Obstet. Gynaec. 
Brit, Emp., 1043 50, 94) claim that the routine 
administration of oxytocics in the puerperium 
impairs involution by cutting down the blood 
supply to the uterus. | 

Labour was induced successfully in 20 cases by 
hypodermic injections of 1 to 3 minims (0.06 to 
0.18 ml.) of methergine (0.2 mg. per ml.) every 
30 minutes until labour started, and the results 
are compared with those in a similar series induced 
by ‘‘ pitocin’’. The minimum effective dose of 
methergine was 2 minims (0.12 ml.); of pitocin, 
Iminim. The average time taken to start labour 
was 5.03 hours with methergine, 3.1 hours with 
pitocin; the average duration of labour after 
methergine induction was 10.2 hours, and after 
pitocin induction 8.3 hours. In all cases the 
membranes were ruptured artificially after the 
third or fourth injection of the drug. No case of 
tetanus uteri occurred. 

The advantages of methergine over other oxy- 
tocic drugs are claimed by the author to be (1) 


that it is safer for the foetus, and more reliable in. 


its results than quinine; (2) that it is more reliable 
for induction than castor oil; (3) that the unde- 
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sirable side-effects which have been encountered 
from time to time with pituitary preparations— 
such as uterine tetany, convulsions, anaphylactic 
shock, rise in blood pressure, and oliguria—have 
apparently never been produced by injections of 
methergine. 

Margaret Puxon 


373. The Conduct of Trial of Labour. 
By A. W. Anpison. Canad. med. Ass. ]., 57, 
527-531, Dec., 1947. 


374. Induction of Labor—Using a Voorhees Bag. 

By R. L. Newman. J. Kansas med. Soc., 48, 
501-503, Nov.,.1947. 18 refs. 

375. Experience with Midpelvic Dystocia, Pre- 
liminary Report. 

By W. C. ELter, W. F. MENGErRT, W. H. 
ANDREW, and R. J. JENNETT. Amer. J. Obstet. 
Gynec., 53, 823-828, May, 1947. 3 figs., 5 refs. 

Mid-pelvic dystocia is unlikely to occur in 
patients with average inlet and outlet measure- 
ments but may occur with inlet and outlet 
measurements at the lower limit of normal, It 
has been suggested that mid-pelvic capacity is best 
evaluated by summation of the interspinous and 
posterior sagittal diameters. The authors, using 
a combination of X-ray mensuration and graphic 
portrayal, found that the frequency of instru- 
mental delivery and the foetal and infant death 
rate diminished as this sum increased. The pelvic 
size and shape at the mid-plane were graphically 
portrayed in a diagram according to the method 
described by Mengert and Eller (Amer J. Obstet. 
Gynec., 1946, 52, 1032). A plastic transparent 
model representing a small, medium, or large 
foetal head was superimposed on the pelvic 
diagram, thus allowing an opinion to be formed 
as to whether the head would pass or not, though 
the strength of the uterine contractions and the 
mouldability of the head must obviously be con- 
sidered as well. Evaluation of pelvic capacity by 
this method in 140 patients showed that dystocia 
was more common when the sum of the inter- 
spinous and posterior sagittal diameters was less 
than 14 cm. 

F. J. Browne 


376. Dystocic Labor followed by Amenorrhea and 
Diabetes Insipidius. 

By M. Bertinp. Med. Rec. N.Y., 160, 731-733, 
Dec., 1947. 2 refs. 


377. Dystocia due to Complete Atresia of the 
Vagina Originating during Pregnancy. (Dystocie par 
agglutination totale du vagin pendant la grossesse.) 

By P. Burcer. Gynécologie, 44, 209-213, July- 
Aug., 1947. 


378. Intravenous Pituitrin Injection in the Treat- 
ment of Haemorrhage due to Uterine Atony during 
Parturition. (L’injection intraveineuse d’extrait de 
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lobe postérieur d’hypophyse dans le traitement des 
hémorragies de la délivrance causées par l’atonie 
utérine. ) 

By A. Ginciincer. Bull. méd., 
309, July 21, 1947. 

The author advocates the use of intravenous 
injection of posterior pituitary extract under light 
general anaesthesia as the most rapid and effica- 
cious method of treatment of uterine atony after 
delivery of the placenta. 

[He does not mention the equally successful 
treatment of direct injection of pituitary extract 
into the uterus in these cases of severe haemor- 
rhage, and this article adds nothing new to our 
knowledge of the use of posterior pituitary 
extract. | 


Paris, 61, 307- 


Gladys Dodds 


379. The Management of Breech Presentation. 

By H. H. Ware, W. C. Winn, and E. C. 
ScHELIN. Amer, J. Obstet. Gynec., 54, 748-754, 
Nov., 1947. 14 refs. 


380. Face Presentation. (Presentacion de cara.) 


By J. L. Jiménez. Toko-ginec. pract., 6, 331- 
333, Nov., 1947. 
381. A method of Delivery for Hydrocephalus 


Associated with Breech Presentation. 
By D. N. DanrortH. Amer, J]. Obstet. Gynec., 
54, 694-695, Oct., 1947. 1 fig., 1 ref. 


382. Cuban Concept of the Cephalopelvic Dispro- 
portion Syndrome and its Treatment. 

By H. V. Pinepa and A. S. Ramirez. Sth, med. 
J., 40, 914-919, Nov., 1947. 

383. Dangers of Intrauterine Intervention. 
ren van intra-uterine ingrepen.) 

By W. F. Bryvoet. Ned. Tijdschr. Geneesk., 91, 
3647-3650, Dec. 13, 1947. 8 refs. 


(Geva- 


384. Placenta Accreta. 
By F. Bettrao. Med. Cirurg. Farm., 
629-641, Nov., 1947. 6 figs., 12 refs. 


385. Placenta Accreta as a Cause of Concealed Ante- 
partum Haemorrhage. 

By C. G. Barnum, F. Hartman, and F. 
BRUNDAGE. Connecticut med, J., 11, 900-903, 
Nov., 1947. 5 refs. 


386. Spontaneous Delivery of Placenta in Front of 
Foetus without Haemorrhage. 

By M. H. Luioyp. Brit. med J]., 2, 822, Nov. 22, 
1947. 

387. Blood Loss in Labour, 

By J. Saucier. Canad, med Ass. ]., 57, 434-436, 
Nov., 1947. 


388. Obstetric Shock. (Shock Obstetrico.) 
By E. Mo.inero and C. Asa. Toko-ginec. 
pract., 6, 3037312, Nov., 1947. 44 refs, 
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389. Incomplete and Complete Lacerations of the 
Perineum—Their Surgical Treatment. 

By L. E. Puaneur. Bull. New Engl. med, 
Center, 9, 218-219, Oct., 1947. Io refs. 


390. Oedema of the Umbilical Cord. (Ueber das 
Oedem der Nabelschnur.) 

By W. Watz. Zbl. Gynik., 69, 144-148, 1947. 
6 figs., 6 refs. 


ANAESTHETICS, ANALGESICS 


391. Labour with Diminished Pain Obtained by a 
New Oxytocic-Analgesic Compound. (A propos de 
l’accouchement 4 douleurs atténuées obtenu par un 
nouveau complexe ocyto-analgésique. ) 

By E. Létvy-SoraL, F. Mercier, and A. 
REMLINGER, Bull. méd., Paris, 61, 301-305, July 
21, 1947. 13 refs. 

The effect of the majority of analgesic drugs in 
general use wears off in the later stage of labour 
when the pains become more severe. It may then 
be necessary to repeat the analgesic at a late stage 
of labour at the risk of a toxic effect on the foetus 
and of prolonging labour by weakening the con- 
tractions. An attempt has been made to solve this 
clinical problem by giving an analgesic drug com- 
bined with a mild oxytocic drug. The analgesia 
gives good relaxation between the pains, while the 
oxytocic increases the strength and maintains the 
rhythm of the contractions. The formula used is: 


Dihydroxycodeinone campho-sulphonate 7.5 mg. 
Dihydroxycodeinone phenylpropionate 5.0 mg. 
Scopolamine campho-sulphonate ... 0.2 mg. 
Ephedrine campho- aia thai . 20.0 mg. 
Sparteine sulphate . 80.0 mg. 
Physiological saline to ... 2.0 ml, 


When the cervix is about two fingers dilated in 
a primipara, or when it is taken up in a multipara 
4 ml. is given intramuscularly. The drug acts 
within 8 minutes after injection, and its effect lasts 
for 34 to 44 hours. Ina few cases a second injection 


FAMERS SRD Ss 
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may be required; 2 ml.—that is, half the original | 


dose—is then given. 

The results in 116 cases are recorded. The effect 
was good; there was only one forceps delivery and 
no foetal mortality. After a single injection the 

results are recorded as very good in 42.7 per cent, 
good in 35.4 per cent, poor in 4.5 per cent, and 
unsuccessful in 6.5 per cent. Ten patients had two 
injections with the following results: very good, 
1; good, 3; poor, 4; unsuccessful, 2. 

Gladys Dodds 


392. Use of Bromides in Gynaecology and Obstetrics. 
(Emploi des bromures alcalins en gynécologie ¢ 
obstetrique. ) 

By L. S. Toumanski. Sem. H6p., Paris, 24, 
442-445, Feb. 22, 1948. 6 figs., 


3 refs. 
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393. Anaesthesia in Labour and Caesarean Section. 
By C. N. Paton. Med. J. Aust., 2, 589-592, 
Nov. 15, 1947. 15 refs. 


394. Presacral Anaesthesia in Obstetrics and 
Gynaecology. (L’anesthésie présacrée en obstétrique 
et en gynécologie. ) 

By Z. Kuses. Schweiz, med. Wschr., 77, 1232- 
1235, Nov. 22, 1947. 26 refs. 


395. Two Hundred Cases of Obstetric Analgesia. 
(A propos de 200 cas d’analgésie obstétricale. ) 

By J. SCEMLA. Tunisie méd., 35, 5-17, Sept.- 
Oct., 1947. 


PUERPERIUM. 


396. Controlled Early Ambulation in Obstetrics. 
By H. F. Burxons. Ohio St. med. J., 43, 
1050-1053, Oct., 1947. 4 refs. 


397. The Venous System in the Puerperium. (Sistemo 
venoso e stato puerperale. ) 

By A. ZAMBONINI, Riv. ital Ginec., 30, 135-157, 
1947. 48 refs. 


398. Venous Thrombosis and Pulmonary Emboliza- 
tion in Obstetrics and Gynecology. 

By H. Neuvuor. /. Mt Sinai Hosp., 14, 520-528, 
Sept.-Oct., 1947. 


399. Clinical and Experimental Contribution to, and 
Critical Considerations of, the Genesis and Significance 
of Aromatic Compounds in the Blood in the Puerperal 
State and in some Gynaecological Affections. (Contri- 
buto clinico-sperimentale e considerazioni critiche sulla 
genesi e sul significato della aromatemia nello stato 
puerperale ed in alcune forme ginecologiche.) 

By D. Cazzota. Monit. Ostet.-Ginec., 18, 65- 
94, Jan.-June, 1947. 54 refs. 


400. Puerperal Uterine Inversion. (Inversién 
uterino puerperal.) 
By F. A. Guzman. Rev. méd. Rosario, 37, 


625-630, July, 1947. 21 refs. 


401. Puerperal Tetanus: A Report of Two cases, 
One Associated with a Pulmonary Embolism Infected 
with Clostridium tetani; also a/Case Report of Post- 
abortional Tetanus. 

By J. I. Toncr. Med. ]. Aust., 1, 726-729, June 
14, 1947. 11 refs. 

Two cases of puerperal tetanus are fully des- 
cribed from the clinical aspect and necropsy reports 
are included. One patient had a spontaneous 
delivery, the only obvious trauma being a small 
tear in the fourchette, which was repaired with cat- 
gut. The second patient had an instrumental 
delivery, episiotomy, and manual removal of the 
placenta. In the first case respiratory symptoms 
(due to embolus) appeared on the seventh day of 
the puerperium, and by the thirteenth day a lobar 
pneumonia was present. The next day signs and 
symptoms of tetanus appeared, the patient’s con- 
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dition deteriorated, and death occurred a day- 
later. Clostridium tetani was grown in pure culture 
from the infarcted area of the lung and the cervix 
uteri (swabs obtained 19 hours after death), and 
the author suggests that the presence of Cl. tetani 
in a pulmonary embolism must be unique. In the 
second case the signs and symptoms of tetanus 
appeared 7 days after delivery, death occurring on 
the ninth day, Cl. tetani was isolated postmortem 
(swabs taken 29 hours after death), but the organs 
from which the growth had been obtained could 
not be determined, as the swabs taken were unfor- 
tunately treated as a single specimen. 

The author considers the various possibilities 
as regards the portal of entry of the organism— 
catgut, dressings and vulval pads, bowel—and the 
possibility that spores lay dormant in various 
organs and only became active after trauma to 
these organs. In the two cases described the cat- 
gut was tested and found to be sterile, and it was 
considered unlikely that the dressings were respon- 
sible. In the first case it is possible that the 
organism entered through the cervix and infected 
the pelvic veins, from which the embolus had 
probably arisen; alternatively, the tetanus spores 
may have lain dormant in the lung, the embolus 
proving the necessary damage for their activation. 
In the second case auto-infection could easily have 
occurred from the bowel, but data regarding this 
mode of infection are scanty. 

A case of post-abortional tetanus is described in 
which the organism was recovered from the placen- 
tal debris removed by curettage 10 days after the 
abortion, which was self-induced, probably by 
syringe. Tetanus appeared clinically on the eighth 
day, and death occurred on the thirteenth day after 
the abortion. A short review of the literature on 
the subject is included and the rarity of tetanus 
as a puerperal infection is noted. An investigation 
into the possibility of faecal contamination with 
Cl. tetani is suggested. 

E. L, Nicolson 


402. On the Prophylactic Use of Vaginal Sulfanil- 
amidothiazole Treatment against Puerperal Infections. 
{In English. ] 

By R. Faurageus. Gynaecologia, Basel, 124, 
1-11, July, 1947. 16 refs. 

The literature is reviewed on the prophylactic 
use by oral administration of sulphonamides in 
labour and the puerperium. The majority of 
investigators showed a reduced morbidity and 
mortality rate in some thousands of cases with 
varying dosage of sulphonamides. 

The author reports the result of his investigation 
in primiparae of the effect of intravaginal applica- 
tion of sulphonamides in the puerperium, a method 
he adopted because of the known toxic effect of 
sulphonamides by mouth. His series cannot be 
compared with others. in which sulphonamides 
were given orally. Incidence of extra-genital 
infections is reduced by oral administration while 
it is unaffected by local application, Two vaginal 
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suppositories each containing 1 g. of sulphathiazole 
were inserted into the posterior fornix every twelve 
hours from the time the patient was admitted in 
labour until the fifth day of the puerperium, The 
number of suppositories used during labour was 
not strictly uniform but depended on the duration 
of labour; 185 patients had between 11 and 14 g. 
and 26 had more than 14 g., while 1 patient had 
less than 11 g. Alternate patients admitted were 
used as controls. The two groups, control and 
treated, were closely comparable as regards age, 
duration of labour, time between the rupture 
of the membranes and delivery, loss of blood 
during delivery, number of operative and breech 
deliveries, and the haemoglobin level during the 
puerperium. 

The pyrexia rates in the two groups were com- 
pared. Pyrexia was regarded as being present 
when the rectal temperature was at least 37.9° C. 
from the second day of the puerperium; this 
occurred in 16.5 per cent of the treated group and 
23.3 per cent of the control group. The difference 
is statistically significant. Eight of the control 
group but only one of the _ prophylactically 
treated group required treatment by oral adminis- 
tration of sulphanilamide. The pyrexial causes 
were divided into 3 groups, those in which the 
infection was probably genital in origin, those in 
which pyrexia was of unknown origin, and those 
in which the pyrexia arose from some extragenital 
source. As vaginal application of sulphonamides 
could not affect pyrexia due to extragenital causes, 
the combined numbers of cases where the infection 
was of genital or unknown origin were compared 
in the two groups. There were 72 cases in the 
treated group and 103 in the control group, The 
difference is not statistically significant but sug- 
gests that statistically significant figure might be 
demonstrable in a larger series. Genital infection 
occurred in 13, and pyrexia of unknown origin in 
11, out of 61 prophylactically treated cases, while 
23 and 11 out of 47 control cases had genital 
infection or pyrexia of unknown origin. 

The conclusions drawn from this investigation 
are that vaginal sulphonamide treatment reduces 
the incidence of infection but the rarity of severe 
infections makes routine treatment unjustifiable. 
In the only case where a local toxic effect was 
produced—a severe pruritus—the treatment had 
to be discontinued. 

Gladys Dodds 


403. Discovery of the Cause and Prophylaxis of 
Puerperal Fever by Semmelweis. (Die Entdeckung der 
Verursachung und Verhiitbarkeit des Kindbetfiebers 
durch I. Ph. Semmelweis.) 

By E. F. Popacu. Arztl. Wschr., 1/2, 872-876, 
Aug. 30, 1947. 

404. Clinical Diagnosis of Puerperal Infection. 
(Klinické diagnosa horetky onladniéni.) 


By J. Lukas. Cas, Lék. &es., 86, 1476-1478, 
Dec. 17, 1947. 1 fig. 
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405. Morbidity and Mortality Rates from Puerperal 
Infection in the 3rd Obstetrical Department of the 
University of Prague. (Dnesni wstavni lécebné 
vysledky horetky onladnic.) 

By F. Porasex. Cas. Lék. €es., 86, 1478-1481, 
Dec. 17, 1947. 

406. Arthritis in the Puerperium. (Artritis en el 
estado puerperal.) 

By J. Capi. Bol. Soc. chil. Obstet. Ginec., 12, 
89-97, July, 1947. 9 refs. : 

407. Ileus in the Puerperium. 
bett.) 

By P. Hugssy. Zbl. Gyndk., 69, 133-135, 1947. 


(Ileus im Wochen- 


LACTATION. 

408. Bacteriology of the Collection and Preservation 
of Human Milk. 

By J. Wricut. Lancet, 2, 121-124, July 26, 
1947. 3 figs., 5 refs. 

Bacteriological examinations were carried out on 
human milk obtained from four maternity 
hospitals (A, B, C, and D) with different methods 
of collection and various degrees of cleanliness, 
and also on human milk obtained by an “‘ ideal ”’ 
technique—that is by spraying the milk from 
cleaned nipples direct into autoclaved bottles and 
chilling it immediately. The roll-tube method was 
used with ‘‘ yeastrel ’’-milk-agar as the medium, 
and aerobic incubation for 3 days at 37° C. The 
results showed a striking difference. The bacterial 
counts of the milk samples from maternity 
hospitals A and C ranged from 3,700 to 8,000,000 
(mean, 2,230,000) per ml., while counts of o to 
2,500 (mean, 298) per ml. resulted from samples 
taken by the “‘ ideal ’’ technique. An analysis of 
the causes of contamination revealed that col- 
lecting-bowls and breast pumps were the main 
sources. By boiling these utensils, without any 
other precautions, the bacterial count could be 
reduced by 99.3 per cent. Based on these findings 
a practicable, clean ward technique of expression 
and collection of human milk is recommended. 
Bacterial counts of milk samples collected by this 
method ranged from 70 to 39,000 (mean, 8,600) 
per ml. Further, three methods of heat treatment 
of the milk were tested. Boiling the milk in a 
saucepan with lid immediately after collection 
proved the easiest and safest way for ward use. 

The bacteria flora were ascertained of 85 indi- 
vidual and 10 pooled specimens of human milk 
taken from hospitals A and B, collected mainly 
by the clean ward technique. The flora consisted 
of bacteria found commonly on the skin or in the 
upper respiratory tract. Micrococci were the 
commonest bacteria, many of them with lipolytic 
action. Non-haemolytic and a-haemolytic strep- 
tococci were the next common. Staphylococcus 


aureus (coagulase-positive) was found in only 18 
out of 95 samples of pooled milk, but in 6 out of 
8 samples if expressed drops were examined. The 
samples obtained from vessels 


used without 
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previous boiling showed evidence of faecal con- 
tamination (Bacterium coli, Bact. aerogenes, and 
Bact. alcaligenes). 

To serve its purpose pooled human milk must 
correspond to optimal requirements of purity. 
Omission of fundamental hygienic measures during 
collection will result in bacterial contamination. 
The establishment of a network of human-milk 
banks needs standardized methods of collecticn 
and preservation, 


M. Dynski-Klein 


409. The Effect of Stilbestrol on the Lactating 
Breast, 

By E. Matin, Penn. med. J., 51, 63-64, Oct., 
1947. 11 refs. 


410. Penicillin and Acute Puerperal Mastitis. 

By C. P. Hopcxinson. Amer. J. Obstet. Gynec., 
53, 834-838, May, 1947. 18 refs. 

The authors report a series of 66 cases of puer- 
peral mastitis. Before penicillin became available 
12 patients had been treated in the cellulitis stage 
with various sulphonamides. Nine of these cases 
required incision and drainage—a failure rate of 
75 per cent. Four responded promptly to penicillin 
after sulphadiazine had failed. ‘ 

In 18 of the present series an abscess had already 
developed, and 16 of these required incision and 
drainage while 2 resolved after aspiration; 48 were 
treated by intramuscular penicillin during the 
cellulitis phase, with complete resolution in each 
case. The average stay in hospital was 6.1 days, 
as compared with 42.5 days when an abscess had 
to be incised and drained. In the earlier cases a 
total of 840,000 Oxford units was given—25,000 
units intramuscularly every 3 hours for 72 hours, 
and then 15,000 units every 3 hours for 48 hours. 
Four of the later cases were treated by penicillin 
in oil and wax; an injection of 300,000 units was 
given every second day till three doses had been 
given, with results as satisfactory as by the first 
method, whereas admission to hospital was not 
necessary. The authors recommend that lactation 
be inhibited by 40 mg. of stilboestrol, as experience 
showed that if it was continued acute mastitis 
was liable to develop in the opposite breast. 
Penicillin could not be identified in specimens of 
milk from treated patients, and the bacterial count 
in the milk did not seem to be materially 
influenced. 

F, J. Browne 


411. The Prevention of Mastitis: The Nursing 
Problem. 

By E. C. THomas. Edinb. med. ]., 54, 436-441, 
Aug., 1947. 4 figs., 3 refs. 


412. Treatment of Acute Puerperal Mastitis. 
By J. S. Jerrrey. Edinb. med J., 54, 442-446, 
Aug., 1947. 3 refs. 
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THE INFANT. 


413. The Differential Leucocyte Count of the New- 
born in Relation to that of the Mother and to the 
Endocrinology of Pregnancy. (La formula leucocitaria 
del neonato in rapporto a quella materna ed all’endo- 
crinologia della gestazione.) 

By A. INGruLLa and G. De Giosuk. Riv, Clin. 
pediat., 3, 129-153, Mar., 1947. 2 figs., 21 refs. 

Studies of the blood picture of mother and infant 
were made immediately after delivery to investi- 
gate the mechanism governing the modifications 
in the white blood cells. 

In order to determine approximately how many 
days of observation were necessary to study the 
changes in the leucocyte count in the newborn, 
haematological examinations were performed on 
3 infants born at term. After 7 to 8 days the 
polymorphonuclear leucocytosis and the number 
of leucocytes returned almost to normal. Investi- 
gations were then made simultaneously on 8 
mothers and their infants, the examinations being 
repeated four to six times on each case during the 
first week of life. The leucocytosis of the new- 
born tended to persist in some cases beyond the 
first week of life, but the number of white cells 
began to decrease in every case immediately after 
delivery. A moderate monocytosis was often 
encountered, and in some cases reached a high 
value. No relation existed between the number of 
maternal and infant’s erythrocytes; neither of the 
2 subjects showed corresponding haemoglobin 
variations. The modifications in the white cell 
counts of the mother and infant occur in a parallel 
and synchronous manner; they begin simul- 
taneously in the mother and foetus at the end of 
the fifth or sixth month of pregnancy and cor- 
respond to the variations in the maternal sex 
hormones. The modifications in the white cell 
counts reach a peak at delivery and disappear 
slowly during the first week of life of the puer- 
perium. 

Recent study has demonstrated the importance 
of the action of the sex hormones on the mor- 
phological composition of the peripheral blood, 
and especially the erythro-leucopoietic action of 
folloculin. 

Experiments were therefore made with follicu- 
lin. The infant was thought more suitable for the 
study than the mother, since the latter’s hormones 
were necessary to establish the return to normal of 
the genital apparatus and to promote breast 
function. A daily dose of 10,000 i.u. of folliculin 
was administered for one week to a group of 18 
newborn infants. This amount was not considered 
an overdose, and no evidence was found of ill 
effects from this dosage. Comparison with the 
results already obtained showed that there is a 
definite difference of behaviour between the cases 
treated with folliculin and the others. The poly- 
morphonuclear leucocytosis was still present in 11 
of the subjects at the end of the seventh and eighth 
day; in 4, the leucocyte count became normal some- 
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what late; 3 gave a negative response to folliculin, 
and these results can be added to those in infants 
not treated with the compound. The red cell count 
seemed not to be affected by the administration of 
folliculin. Rina Saunders 


414. The Adrenal of the Newborn. 

By M. McNEILL. Ulster med. ]., 16, 41-45, May, 
1947. 4 figs., 12 refs. 

The involutionary changes occurring in the 
adrenal cortex during the neonatal period were 
studied in 160 infants. There were 19 stillbirths in 
the series. The adrenals in the majority showed 
congestion of the X-zone (inner or androgenic zone 
of the cortex) with a few degenerative changes in 
individual cells. A few showed commencing 
growth of the zona fasciculata. In the 28 infants 
who died within 24 hours of birth the histological 
appearances resembled those in the previous group, 
-though there was much individual variation. 
Thirty-eight infants died between the second and 
seventh days. Cortical changes were seen to be 
proceeding with rapidity and by the seventh day 
the zona fasciculata was well developed in most 
cases, while degenerative changes involved the 
entire X-zone with the exception of a narrow peri- 
pheral band. In the 34 infants of the 8- to 14-day- 
old group, about half had an X-zone represented 
by a connective-tissue network containing de- 
generating cells. In general, the changes were pro- 
gressive throughout this group, and also in the next 
group of 16 infants of from 15 to 28 days old. The 
final group of infants who died between the ages 
of 1 and 3 months showed individual variations. 
Two infants still had a definite X-zone, while in 
others there was a more adult configuration of the 
gland. 

Prematurity in these cases had had no effect on 
the involuntary process, nor were there any 
changes in the 5 syphilitic infants. Five infants 
also had major cardiac abnormalities. Here, again 
there had been no obvious effect on involution. 
Another 5 infants were anencephalic; in only one of 
these was there evidence that involution had begun 
before birth, and the duration in this case had 
probably not exceeded 8 days. Thus the theory 
that involution occurs in the second half of preg- 
nancy and produces an adult adrenal gland at 
birth in the anencephalic monster is not borne out 
in this series. R. B. Lucas 


415. Asphyxia in the Newborn? (Om asfyxi hos 
nyfodda.) 

By Y. AKERREN. Nord. Med., 22, 1269-1278, 
May, 30, 1947. 15 refs. 

This study from a children’s hospital in Gothen- 
burg covers the whole field of asphyxia in the new- 
born; among the methods recommended for dealing 
with asphyxia is Ylpp6’s, in which oxygen is intro- 
duced through a catheter into the stomach, whose 
mucosa is well supplied with capillaries in infancy. 
The flow of oxygen is graduated by bubbling it 
through water, great care being taken to avoid 


meteorism. Ylppé has shown that considerable 
aeration of the blood can be effected by this device, 
which is much simpler and less dangerous than the 
intratracheal introduction of oxygen. The author 
betrays no enthusiasm for the various forms of 
artificial respiration in vogue, for, so long as there 
are no spontaneous respiratory movements, artifi- 
cial respiration does not help to dilate the lungs. 
The danger of violent methods is stressed, and it is 
suggested that most drugs are valueless, although 
lobeline may sometimes be effective. On the other 
hand, much importance is attached to clearing of 
the upper respiratory passages and stimulating 
the circulation of the blood by heat. The usual 
measures for combating shock are also advocated. 
It is admitted that practically every device for 
relieving pain during labour entails a certain added 
risk for the child; the frequency of slight degrees 
of asphyxia or apnoea in the child has risen con- 
siderably since anaesthesia and analgesia have 
come into more general use. The least dangerous 
is brief chloroform anaesthesia towards the end of 
labour. C. Lillingston 


416. Some Observations on the Aetiology and 
Treatment of Prematurity,. 

By A. M. AGaARoNov. 
53-54, 1947. 

417. A Review of 112 Cases of Congenital Hyper- 
trophic Pyloric Stenosis. 

By R. M. Topp. Arch. Dis. Childh., 22, 75-85, 
June, 1947. 11 refs. 

These 112 cases of congenital pyloric stenosis 
were treated over a period of 8 years in the wards 
and out-patient departments of the Leicester Royal 
Infirmary, which serves a population of 550,000 
people. They are divided into two series. In series 
A, 40 patients were studied during the illness and 
again after an interval of 1 to 24 years; in series B, 
72 patients who had had the disease between 1938 
and 1945. were followed up. In all patients a 
palpable pyloric tumour was present. Routine 
treatment was by 3-hourly feeding with breast 
milk or half-cream dried milk; administration of 
‘“‘eumydrine ’’’ (methyl atropine nitrate), 1 in 
10,000 aqueous solution by mouth half an hour 
before feeds, 3 to 6 ml.; relief of dehydration by 
subcutaneous salines before drug treatment, 
stomach lavage twice daily until there was no 
residue; rectal lavage every third day if severe con- 
stipation was present; and administration of 
ammonium chloride gr. 2 (0.13 g.) 3 times a day if 
previous vomiting had been severe. In-patients 
were nursed in a single-bedded cubicle. 

Of the 4o patients in series A, 30 were in-patients, 
the length of stay in hospital varying from 2 to 40 
days; 38 were treated medically and 2 by 
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Rammstedt’s operation after a trial of eumydrine; 
both recovered. There were 2 deaths, 1 child being 
moribund on admission and the other contracting 
gastro-enteritis after discharge. Of the 72 patients 
in series B, all were admitted and given eumydrine, 
3 were operated on as well and 2 of these died. 
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Altogether there were 10 deaths in this series. Of 
the total of 12 infants who died 11 were severely 
dehydrated and 9 had a low birth weight. The age 
of onset and the age at which treatment was started 
had no bearing apparently on the mortality. A 
review of the literature from 1910 to 1944 shows 
the death rate to have been the same whether medi- 
cal or surgical treatment was used, although there 
are wide variations in the reports of individual 
workers. In recent years mortality has tended to 
fall with both forms of treatment. Whichever 
treatment is employed, breast-feeding and nursing 
in separate cubicles are important factors in 
reducing the mortality. 

Emphasis is laid on the importance of skilled 
nursing, in medical treatment and of an experi- 
enced operator in surgery. If the latter is not avail- 
able, medical treatment, preferably out-patient, is 
the choice for most cases. Jacoby’s indications for 
surgical treatment—early vomiting, severe dehy- 
dration, absence of infection and of diarrhoea—are 
discussed. The present results show, however, that 
many patients in whom, on these criteria, surgery 
was indicated, recovered with medical treatment. 
The author considers that medical treatment is 
indicated in the absence of severe dehydration, or 
if the child is infected, but that operation should 
be performed if there is no response to a week’s 
medical treatment, if the child is grossly dehy- 
drated, or if the birth weight is below 6} Ib. 
(2.9 kg.). 

After an interval of from 11 to 32 months the 
patients of series A were admitted for 1 night for 
clinical examination and a barium meal. The 
former revealed no abnormality, but in the 
majority of those who had had a long stay 
in hospital—-presumably owing to the severity of 
the disease—there was delay in emptying time. 
Twenty-six of the older children of series B were 
similarly investigated; 9 had alimentary symptoms, 
and 5, all of whom had had a prolonged stay in 
hospital originally, showed contraction of the 
pyloric antrum and delayed emptying of the 
stomach. J. Vernon Braithwaite 


418. Etiology of Mongolism. Epidemiologic and 
Teratologic Implications. 

By T. H. InGatts. Amer, J. Dis. Child., 74, 
147-165, Aug., 1947. 5 figs., 46 refs. 

The thesis is presented that mongolism results 
when the foetus of about 8 weeks is injured. Injury 
may result from uterine disease (generally mani- 
fested by haemorrhage) or from a systemic illness 
such as rubella. Other congenital defects which 
are related invariably (brachycephaly and mal- 
developed auricles, nose, or larynx) or frequently 
(epicanthus, cataract, septal cardiac defect, phalan- 
geal defects) are also the result of injury to the 
foetus at about the eighth week, when the appro. 
priate tissues are developing especially rapidly. 
Thus, for example, at the eighth week the cartila- 
ginous skeleton of the foetal fingers has been com- 
pleted save for the laying down of the middle 
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phalanx of the fifth finger; injury to the foetus at 
this stage may therefore be surmised to be 
responsible for the frequently associated absence 
or malformation of the middle phalanx of the fifth 
finger of the mongol. Evidence to support this 
thesis is adduced from the literature. 

[Although the evidence brought forward is 
rather thin, the principle by which coexisting con- 
genital defects may be used to indicate the time 
at which foetal defects have been initiated is a 
fruitful one. | D. Gairdner 


419. Serum Precipitable Iodines in Recognition of 
Cretinism and in Control of Thyroid Medication. 

By E. B. Man, C. S. Cutotta, D. A. SIEGFRIED, 
and C. Stirson. J. Pediat., 31, 154-160, Aug., 
1947. 2 figs., 15 refs. 

This investigation was undertaken to ascertain 
whether or not the measurement of serum- 
precipitable iodine is useful in the diagnosis of 
cretinism and in the differential diagnosis between 
cretinism and mongolism. The subjects were boys 
and girls 6 weeks to 16 years of age, and the clinical 
diagnosis was based on the usual criteria for 
cretinism. Serum iodine was determined by the 
Riggs and Mann _ permanganate-acid-ashing 
method. Except for five slightly high figures for 
total iodine, all but 3 of the values for serum- 
precipitate iodine in 72 non-cretin children fell 
within the 4 to 8 p»g. per 100 ml. range, which has 
been defined for euthyroid adults. All values in 
the g cretin children were subnormal. In fact, 
with the exception of one less accurate total-iodine 
estimation, all values fell below 2 »g. per 100 ml. 
Clinically recognizable cretinism is _ therefore 
accompanied by a distinct decrease in the serum- 
precipitable iodine. 

The serum cholesterol of these children was also 
studied. It appears that the measurement of serum 
cholesterol is less reliable than the estimation of 
serum-precipitable iodine in. the diagnosis of 
cretinism in children. While an elevated serum 
cholesterol is of value diagnostically, a figure below 
250 mg. per 100 ml, does not exclude the possi- 
bility of cretinism. Data concerning the response 
of 6 cretin children to thyroid medication are also 
presented. Clinically the outstanding fact about 
these 6 children is that 1 had responded quite 
satisfactorily to the administration of desiccated 
thyroid and 2 had not responded completely. 

[As at least 25 ml. of blood is required for the 
measurement of serum-precipitable iodine, and as 
some of the infants thus bled had to be given a 
blood transfusion subsequently, this method of 
investigation cannot at present be considered of 
practicable value. ] Jas. M. Smellie 


420. Two New Spanish Cases of Teratoma. (Apor- 
tacién de dos casos a la casuistica teratolégica de 
Espafia.) 

By A. F. Gomez. Toko-ginec. 
286-295, Oct., 1947. 4 figs., 34 refs. 
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421. Recent Theories of Aetiology and Pathogenesis 
of Foetal Monsters. (Sulle pi recenti teorie eziopato- 
genetiche delle mostruosita fetali.) 

By G. Catatpr. Riv. ital. Ginec., 30, 158-179, 
1947. 8o refs. 


422. A Case of Congenital Tuberculosis. (Een geval 
van congenitale tuberculose.) 

By C. B. F. Daamen. Ned. Tijdschr, Geneesk., 
91, 3607-3601, Dec. 13, 1947. 

423. Treatment of Pemphigus Neonatorum. (Revise 
légeni pemfigu novorozencut.) 

By J. Srmex and M. S1ispKova-HILGERTova. 
Ceskoslov. Gynaek. 12/26, 137-143, 1947. 7 refs. 

The treatment of 120 cases of pemphigus 
neonatorum is reported. The whole surface of the 
baby’s body, front and back, was irradiated with 
ultra-violet rays. A 500-kilowatt lamp was used, 
3 to 4 minutes’ irradiation from a distance of one 
metre being given for the first two consecutive days. 
After one day’s rest another course is given for two 
days, the irradiation time being increased to five 
to six minutes. The baby was bathed as usual 
during the treatment, one to two spoonfuls of 
“‘chlorseptol ’’ (a preparation of chloramine) 
being added to the bath. Some sterile dusting 
powder was used after the bath. No other treat- 
ment was given, the pustules being left alone. The 
results were uniformly good: 90 per cent of all 
cases cleared up in 5 days, and the rest within 
a fortnight. L. Ganz 


424. Effect of Nicotinic Acid on Vaccination. [In 
English. ] 

By J. Suranyl. Paediat. danub. 2, 3-7, July, 
1947. 4 figs., 9 refs. 

In first vaccinations the vesicle is said to be 
caused by the virus, and the areola and infiltration 
by the allergic reaction of the organism. On the 
assumption that nicotinic acid would modify the 
allergic reaction the author gave 0.1 g. by mouth 
once a day to every second infant in a series of 200 
first vaccinations between the ages of 7 and 14 
months. No undesirable side-effects were pro- 
duced, and the duration of the reaction was shorter 
in the treated cases. In the majority, itching and 
tenderness were either absent or insignificant, the 
primary vesicle dried in a shorter time, and there 
were fewer secondary reactions. In fact the vac- 
cination ran a similar course to that seen in very 
young infants. J. Vernon Braithwaite. 


425. Barly Immunization against Pertussis. 

By J. M. Apams, A. C. KimBatt, and F. H. 
Apams. Amer. J. Dis. Child., 74, 10-18, July, 
1947. 3 figs., 13 refs. 

The authors investigated the possibility of pro- 
tecting infants against pertussis during the first 6 
months of life, and in doing so learnt more about 
the general production of antibody by young in- 
fants. By agglutination tests they demonstrated 
the inability on the part of some infants to form 
specific antibody, 
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Groups of mothers and infants were studied at 
approximately monthly intervals during the first 
year of the infant’s life. The infants were given 
three inoculations of 2.5 ml. ‘‘ Phase 1 super- 
concentrate ’’ vaccine (40,000 million organisms 
per ml.), a total dose of 100,000 million organisms, 
at weekly or monthly intervals, the individual 
doses being 0.5, 1, and 1 ml. Details are given of 
a simple method of obtaining blood from the 
infants. Mothers immunized during the last 3 
months of pregnancy were given three inoculations 
at 2-week intervals with a total of 100,000 million 
organisms. In a study of the agglutinating titre 
of colostrum with Haemophilus pertussis it was 
found that to obtain satisfactory results:the colos- 
trum must be clarified either with ether or by Seitz 
filtration. It was proved experimentally that such 
clarification of the colostrum did not remove anti- 
bodies from it. 


Seven groups were studied: (1) Seven mothers 
and infants were not immunized and were used as 
controls. Two of the babies in this group were born 
with low titres; these fell to zero by 2 weeks of age. 
All subsequent determinations were negative, (2) 
Twenty-one babies were inoculated at weekly 
intervals, the inoculations in all but 4 being com- 
pleted before 1 month of age. Six babies showed 
no rise in titre, the others having definite rises, 
the mean titre at 1 month being 1 in 160. This 
tended to drop rapidly. (3) Nineteen babies were 
given inoculations at monthly intervals, immuni- 
zation in all but 8 being completed before the third 
month of life. Five babies showed no rise of titre, 
but the mean titre at 4 to 5 months was 1 in 80. (4) 
Infants on a high protein diet were given three 
inoculations, but the protein intake was found to 
have no effect on the agglutination response. (5) 
Sixteen mothers were immunized during the last 3 
months of pregnancy. The mean titre in the 
mothers at term was 1 in 320. The mean titre of 
cord blood was 1 in 160; at 2 months of age it was 
1 in 80, but during the first 6 months of life the 
titre was gradually lost. Three of the babies 
showed no agglutinating titre in the cord blood. 
No active immunity developed in utero in babies 
of immunized mothers. .(6) Specimens (142) of 
mothers’ antepartum blood and cord blood were 
tested. Negative results were obtained in 109 pairs 
of samples. Four pairs gave positive results at a 
low level. In 26 cases the titre of cord blood was 
lower than that of antepartum blood, and in 3 
cases it was higher. (7) Thirty samples of colos- 
trum were tested for Haemophilus pertussis anti- 
bodies, which were present but in lower titre than 
in the maternal cord blood. Their significance in 
the human being is probably negligible. 


The authors conclude that early immunization 
is a safe and practical procedure and very desit- 
able. Reactions to inoculation were negligble. 
The weekly inoculations gave a surprisingly rapid 
agglutination response. It remains to be seen 
whether the titre level can be maintained by con- 
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tinuing to give antigen at monthly intervals during 
the early months of infancy. 
B.S. P. Gurney 


' 426. The Chemotherapy of Pneumococcal Meningi- 
tis in Children. (W Sprawie chemoterapii pneumokoko- 
wego zapalenia opon u dzieci.) 


By W. Ktepackt. Polsk. Tyg. lek., 2, 
678-679, June 2-9, 1947. 2 refs. 
The favourable results claimed by British 


workers (Cairns e¢ al.) in the treatment of pneu- 
mococcal meningitis with penicillin and sul- 


phonamides encouraged the author to try this - 


method in children. His previous experience with 
sulphonamides alone had proved disappointing. 
This report describes 5 children treated with peni- 
cillin and sulphonamides, 3 with penicillin alone, 
and 1 with sulphonamides alone. Following the 
Britsh method, penicillin was given intrathecally 
daily (10,000 to 20,000 units) and intramuscularly ; 
sulphathiazole was administered orally and intra- 
muscularly. The intraventricular route was not 
used. Short clinical notes are given of all the 9 
cases. All the children treated with penicillin only 
or sulphonamides only failed to respond and died. 
Of 5 children treated with penicillin and_ sul- 
phonamides together 3 recovered completely, 1 
recovered with a residual bilateral deafness due to 
internal otitis, and 1 died. Necropsy revealed 
thick deposits of pus and fibrin on the surface and 
base of the brain. The author suggests that these 
deposits were resistant to penicillin and that they 
contained a secondary focus of infection. The find 
ings are in complete agreement with those of 
Cairns. Penicillin should always be combined with 
sulphonamides in the treatment of pneumococcal 
meningitis in children. The author finds, however, 
that in infants and during the first year of life the 
prognosis remains almost always unfavourable. 
J. T. Leyberg 


427. Pneumonia in Children. 

By A.S. A. Appasy. Arch. Pedial., 64, 403-410, 
Aug., 1947. 1 fig. 

This paper is based on the treatment of 300 
patients with pneumonia, ‘‘ mostly below the age 
of 2 years’’, 206 of the cases being of the lobar 
type and 94 of broncho-pneumonia. The author 
compares the effect on the course of the disease 
of sulphonamides (sulphadiazine, sulphapyridine, 
or sulphathiazole) with that of penicillin; he states 
that the mortality in the sulphonamide series was 
10.9 per cent and in the penicillin series 5.2 per 
cent. 

[There are numerous fallacies in this paper. It 
seems surprising that when most of the cases were 
under 2 years of age two-thirds were of the lobar 
type. The dosage of sulphonamides (0.1 to 0.2 g. 
per kilo) and of penicillin (2,500 to 5,000 units per 
kilo per day by 3- or 4-hourly intramuscular in- 
jection in some cases, a single dose of 25,000 to 
30,000 units per kilo in other cases, and 12-hourly 
doses of 5,000 to 10,000 units per kilo in others) 
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was inadequate by British standards. The penicil- 
lin was given by eight or nine different methods 
and in varying dosages, and the resultant groups 
are too small to permit of calculation of per- 
centages or of conclusions being drawn. In the 
group of 8 cases of lobar pneumonia treated by 
12-hourly injections of penicillin in oil it is stated 
that the mortality was 12.5 per cent (because 1 
patient died), and that 25 per cent (2 cases) were 
‘‘ cured ’’ in 12 to 24 hours. The criteria given for 
diagnosis and clinical recovery are inadequate. | 
R. S. Illingworth 


428. Management of Whooping Cough with Special 
Reference to Infants. 

By J. L. Koun and A. E. FiscHER. Amer. J. 
Dis, Child., 73, 663-670, June, 1947. 7 refs. 

The authors note that of 3,668 recorded deaths 
from whooping-cough in the United States in 1941, 
94 per cent were in children under 3 years 
old. They describe the treatment of 887 infants 
under 1 year at Willard Parker Hospital, New 
York. Diagnosis was usually made by nasopharyn- 
geal swab. Essential treatment’ included good 
nursing, oxygen administration (often in a tent), 
aspiration of nasopharyngeal mucus as and when 
necessary, parenteral administration of fluids to 
restore and maintain hydration, and frequent small 
feeds preceded and followed by aspiration of mucus. 
Chemotherapy for secondary infection proved 
helpful in some cases. Mortality varied from 3.5 
to 6.7 per cent for the infants under 1 year of age, 
all of whom were severely ill. The prompt use of 
oxygen and of suction to aspirate mucus were 
important factors in the treatment. The low figure 
for mortality (3.5 per cent) obtained in 1945 was 
associated with the use of hyperimmune serum. 

W. F. Gaisford 


429. Acute Diarrhea in Infancy and Childhood. 

By F. Hurrapo and A, J. ABALLI. Sth. med. J., 
40, 577-587, July, 1947. 4 figs. 

This paper, with its useful tables and diagrams, 
was presented at the Southern Medical Associa- 
tion’s annual meeting, and an abstract of the sub- 
sequent discussion is appended. It is based on the 
authors’ experience with infantile diarrhoea in 
private and institutional practice in Havana, 
where limited bacteriological studies were made 
but two new species of Salmonella were identified. 
Nutritional deficiencies are shown to play a major 
part in increasing susceptibility now that public 
health and child welfare activities have reduced 
the infant mortality from diarrhoea in recent 
years. The value of various forms of treatment is 
recognized, including the use of Hartmann’s solu- 
tion (equal parts of saline and 5 per cent dextrose) 
and of intraperitoneal lactate-Ringer to combat 
acidosis, and of specific chemotherapy. Some 
pathological observations on the encephalitic 
manifestations are described. 


E. T. Ruston 





234 


430. Intra-gastric Drip Feeding in the Treatment 
of Infantile Gastroenteritis. 

By J. BERKELEY. Glasgow med. J., 28, 224-227, 
Aug., 1947. 1 fig., 6 refs. 

In view of the drawbacks of the normally used 
parenteral feeding technique in infants suffering 
from gastro-enteritis the author evolved the fol- 
lowing technique. A linen draw-sheet is firmly 
swathed round the body of the infant and pinned 
in place so that the arms are firmly pinioned to 
the sides and only the face is exposed. A fine 
rubber catheter (No. 5), lubricated with liquid 
paraffin, is passed into the stomach through the 
nose and fixed on the forehead with adhesive tape. 
To facilitate passage of the tube the infant is given 
small sips of water to drink. Gastric lavage is then 
performed with 1-per cent warm sodium bicar- 
bonate solution. When the returned stomach 
washings are clear the catheter is connected with 
a drip apparatus giving fluid at a rate of 20 drops 
a minute. The child is now given a sedative dose 
of chloral hydrate either by spoon or by the 
stomach-tube. Hot-water bottles are placed along- 
side the rubber tubing to keep the fluid warm. 
Fluids used were half-strength physiological saline, 
saline with 5 per cent glucose, and 2.5 per cent 
“‘casydrol ’’’ with 5 per cent glucose, 

The daily fluid needs were calculated on the 
basis of 24 oz. (71 ml.) per pound (0.45 kg.) body 
weight, plus 3 to 6 per cent if dehydration, was 
present. The drip was used for periods of 12 to 48 
hours, after which normal feeding could be started. 
When the stomach-tube had been in situ for 24 
hours it was re-sterilized. If vomiting occurred, 
fluid administration was stopped. If the tube 
became displaced it was re-inserted. The author 
used this method on 36 infants. One vomited but 
settled down, after another gastric lavage, with a 
slower rate of drip. None of the infants developed 
clinical signs of broncho-pneumonia. Postmortem 
examination of 1 baby who had the drip for 48 
hours did not reveal any injury to pharynx or 
oesophagus, or evidence of broncho-pneumonia. 
There were’ no obvious ill effects from the 
immobilization. The author stresses the import- 
ance of adhering to all details in this method. He 
considers it superior to parenteral therapy. 

E. Lejbowicz 


_ 431. Icterus Neonatorum: Its Incidence and Cause. 

By L. Finptay, G. Hicecins, and M. W. 
STANIER. Arch. Dis, Childh., 22, 65-74, June, 
1947. 6 figs., 38 refs. 

Icterus neonatorum is usually. considered to be 
due to haemolysis, although functional im- 
maturity of the liver is recognized as a possible 
cause. This investigation represents an attempt 


to determine which is the more important factor. 
The condition was diagnosed, a concentration of 
plasma bilirubin in cord or postnatal blood of 
more than 1 mg. per 100 ml. being found. The 
incidence by this criterion is 81 per cent. Many 
infants at birth, although not clinically jaundiced, 
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show a high plasma bilirubin (62 per cent of 110 
infants), but it does not reach the high level so 
often seen a few days later. Nevertheless, it seems 
that in general the higher the level of foetal bili, 
rubin the greater the chance of the development 
of jaundice. Immaturity apparently has no rela- 
tion to plasma bilirubin, although all infants born 
before the thirty-fifth week of pregnancy become 
jaundiced. In 16 infants bilirubin was determined 
in the cord blood and in the blood at intervals 
during the first 10 days; in 8, it rose sharply to 3 
to 9.4 mg. per 100 ml. and jaundice was visible; in 
6, the foetal bilirubin was below 1 mg. per roo ml, 
but rose slightly to less than 2 mg. per 100 ml. 
returning to normal by the tenth day; in 2, 
foetal blood showed hyperbilirubinaemia, which 
diminished after birth. 

The following facts suggest that icterus neona- 
torum is not due to haemolysis. (1) The most rapid 
fall in haemoglobin level and red cell count occurs 
after the second week, when there is no tendency 
to jaundice. (2) The rate of fall is not greater in 
jaundiced infants. (3) Immature cells are not pre- 
sent in the circulating blood except in the first few 
hours; reticulocytes do not rise above 1 per cent. 
[Other observers, however, record reticulocytosis 
up to 5 per cent in normal infants of several months 
of age.| (4) In normal infants extramedullary 
haematopoietic tissue diminishes, whereas when 
undoubted haemolysis occurs it is increased. More- 
over, the evidence in favour of the presence of any 
haemolysin is doubtful, as is the evidence of in- 
creased fragility of the red cells—in fact, Findlay 
(Arch. Dis. Childh., 1945, 20, 64) had previously 
found a slightly decreased fragility in the newborn. 

To find that hepatic immaturity is the cause of 
the jaundice, on the other hand, would not be 
surprising. Many tissues do not reach full function 
until some time after birth, and, if hepatic im- 
maturity were the cause of hyperbilirubinaemia, 
the more immature the infant the greater would 
be the tendency to jaundice; this is a well-known 
fact. Bilirubin is probably excreted before birth 
via the placenta, as the bilirubin level in the 
umbilical artery was found to be higher than that 
in the umbilical vein. The sudden change from 
excretion by the placenta to excretion by the 
child’s immature liver might well explain a tem- 
porary accumulation of bilirubin in the blood. The 
albumin/globulin ratio of the plasma protein, 
however, did not suggest liver insufficiency, nor 
did the results of the Takata-Ara reaction. 

The authors conclude that these tests do not 
reflect the ability of the liver to excrete bilirubin. 
The amount of faecal bilirubin was correlated with. 
the weight of the child in 16 cases; in spite of great 
daily variations, the results showed that non- 
jaundiced infants excrete bilirubin earlier and in 
greater amounts. It is concluded that icterus 
neonatorum is due to hepatic insufficiency rather 
than to haemolysis. 

J. Vernon Braithwaite 
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432. Kernicterus. A Follow-up Study of Thirty-five 
Erythroblastotic Infants. 

By R. Stirrer. Amer, J. Dis. Child., 73, 
651-662, June, 1947. 12 refs, 

‘Of 35 patients with erythroblastosis for whom 
follow-up records were obtainable, 29 are still 
living and 6 have died. The ratio of white to 
negro in this series was 31 to 4. Analysis of the 
autopsy reports of the 6 deaths failed to show any 
correlation between the degree of clinical involve- 
ment of the central nervous system and the patho- 
logical picture. Of the 29 living children 4, or 15 
per cent, show signs of involvement of the central 
nervous system that may be interpreted as evidence 
of kernicterus. Two of these 4 showed evidence of 
involvement of the central nervous system in the 
neonatal period. None of the remaining 25 normal 
children showed any such neonatal involvement. 
Transfusion therapy should be directed against the 
anaemia and is of no value in ameliorating the 
damage to the brain that has already occurred.”’ 
—[Author’s summary |. 


433. The Application of our Knowledge of the Rh 
Factor. 

By J. T. Cote. Amer. J. Obstet. Gynec., 53, 
181-189, Feb., 1947. 7 refs. 

The purpose of the author is to trace the changes 
in the policy of the Cornell University College and 
Hospital as knowledge of the rhesus factor 
increased and Rh-testing materials became avail- 
able. He was assigned the problem of keeping 
abreast with the literature. The statistics of 
almost 5,000 Rh-factor determinations and a few 
interesting observations are discussed. This con- 
cise record of carefully controlled large-scale work 
well repays study. In 1943 the supply of Rh- 
testing serum was pitifully small and examinations 
had to be limited to women whose obstetric history 
indicated Rh-factor disasters in their infants. But 
when, in 1944, a liberal quantity of testing serum 
became available the following policy was 
adopted: (1) All antenatal patients were typed 
at their first visit. (2) Husbands of all Rh-negative 
patients were typed. (3) Beginning at about the 
thirty-sixth week, all negative patients had weekly 
anti-Rh determinations performed. (4) Patients 
with Rh antibodies were again studied on admis- 
sion in labour, and cord-blood studies were made 
6-hourly. Breast feeding was forbidden and 
placentae were fully examined for haemolytic 
disease. (5) The infants of many Rh-negative 
women without antibodies were also studied for a 
few days after birth. The usual precautions about 
the use of Rh-negative blood were, of course, 
taken. 

Tables are given on the incidence of haemolyt'c 
disease in the clinic, on laboratory studies of a 
patient surviving a transfusion reaction as the 
Tesult of Rh incompatibility, on the foetal mor- 
tality in haemolytic disease of the new-born, and 
on the types of haemolytic disease in relation to 
foetal mortality. 
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The author’s conclusions are likely to be most 
helpful to other workers, especially as regards 
prompt treatment of the infant developing haemo- 
lytic disease. The hydropic form of the disease 
seems to be without a means of treatment, but it 
is possible to reduce the mortality of the anaemic 
form. The results of treatment of the type with 
jaundice were disappointing, though in infants 
with minimal jaundice at birth, exsanguinating 
transfusion, though technically difficult, may 
bring success. If further studies indicate that the 
Rh-positive infant of a woman who has demon- 
strable antibodies in her blood is likely to develop 
haemolytic disease, no matter what the appear- 
ance of the infant at birth, exsanguinating trans- 
fusion soon after delivery may reduce foetal mor- 
tality. As is well known, many infants of normal 
appearance at birth may in a few hours or days 
develop the icteric anaemic type of the disease. 
If this can be predicted, the precious hours be- 
tween birth and the development of the disease 
may be well used. Two fatal maternal transfusion 
accidents are fully presented. 

Eardley Holland 


434. The Role of the Presumed Serum Protein in the 
Pathogenesis of Erythroblastosis Fetalis. 

By J. GurevircH, Z. PortsHuk, and D. 
HeERMONI. Amer. J. clin. Path., 17, 465-468, 
June, 1947. 11 refs. 

Anti-Rh sera (with titres of 1 in 256 and 1 in 64 
respectively) from two women delivered of 
erythroblastotic babies-—-one anti-A serum (1 in 
256,000) from a woman with Gaucher’s disease, 
and one anti-B serum (1 in 2,048) from a woman 
of Group A delivered of a baby of Group B—were 
examined for agglutinating antibodies in serial 
dilutions in normal saline. They were also titrated 
by the conglutination method; the diluent was 
plasma from an adult of Group AB or compatible 
sera from normal infants of different ages, or sera 
from, adults with certain liver diseases. 

The results showed that sera.from umbilical 
cords and from infants under 6 months did not 
possess enhancing properties in the agglutinating 
reaction of the immune antibodies—that is, they 
acted like saline when used as a diluent—while 
the sera from infants over 6 months of age, preg- 
nant women, or adults, whether healthy or suffer- 
ing from hepatic diseases, had the power of 
enhancing the action of various immune anti- 
bodies, thus confirming the observations of Boor- 
man, Dodds, and Morgan (Nature, Lond., 1945, 
156, 663). 

It is concluded that there is no evidence to sup- 
port the theory of a serum-factor or X-protein in 
the pathogenesis of haemolytic disease of the 
newborn. John F. Wilkinson 


435. A Survey of Commercial Rh Antiserums. 
By M. G. Levine and R. E. Hoyt. Amer, J. 
clin, Path., 17, 462-464, June, 1947. 3 refs. 
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Six different Rh-anti-serums from four different 
manufacturers were tested on a series of bloods 
from patients. The results varied from 10 to 100 
per cent positive, instead of from the theoretical 
variation of 85 to 87 per cent. A definite need for 
standardization and control of Rh diagnostic anti- 
serums is indicated.—[ Authors’ conclusion. | 


436. Variability of the Manifestations of Erythro- 
blastosis. (Over de polymorphie van erythroblastosis 
foetalis.) 

By G. J. KtoostermMan. Ned. Tijdschr. 
Geneesk., 91, 3610-3613, Dec. 13, 1947. 3 refs. 


437. Delayed Exhibition of Erythroblastosis Fetalis 
after Eight Normal Pregnancies. 

By T. L. Perry, J. Pediat., 31, 578-579, Nov., 
1947. 4 refs. 


438. The Undernourished Full-term Infant. A Case 
Report. 

By R. D. McBurney. West. J]. Surgs, 55, 363- 
370, July, 1947. 

The author questions the validity of the generally 
accepted weight standard for prematurity, which 
the California State Board of Health fixes at 5 lb. 
8 oz, (2.48 kg.) or less, and supports his arguments 
by investigation of the weights of 6,641 babies 
delivered in the Good Samaritan Hospital at Los 
Angeles. Of these, 69 babies (1.04 per cent) 
delivered at term, as calculated from the period of 
amenorrhoea, weighed 5 Ib. 8 oz. (2.48 kg.) or less. 
The mother’s age did not appear to be a factor in 
producing underweight babies but parity was 
significant, since 40 of the 69 mothers were primi- 
parae, Five of the patients had mild toxaemia, 
and the author concludes that toxaemia may 
interfere with the foetal nutrition. Five of these 
69 babies died at delivery or in the neonatal period 
but none apparently as the result of their small 
weight, as in each case there was some obvious 
cause of death; 4 babies showed developmental 
abnormalities. 

The author suggests that these underweight 
children were suffering from intrauterine malnutri- 
tion, probably due to a small placenta, and that 
if this undernourishment is severe enough it may 
even cause death before delivery. If the placenta 
is small, any disturbance in the circulation, such 
as infarction, may reduce the organ’s efficiency 
below the foetal requirements for full develop- 
ment. Five placentae from underweight infants at 
term are described: these were somewhat small, 
but did not show an abnormal degree of infarction. 

[In Great Britain the criterion of prematurity 
until 1938 was an incomplete period of gestation, 
but in that year a committee of the Royal Colleges 
of Physicians and of Obstetricians and Gynaecolo- 
gists recommended a maximal weight standard of 
5+ lb., following the example of most European 
countries; the American Academy of Pediatrics 
officially recognized the standard of 2,500 g. (just 
over 54 Ib.) or less in 1935. The author’s con- 
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clusion that ‘‘toxaemia’’ tends to cause under- 
weight babies is certainly not supported by his 
figures: only 7.5 per cent of these 69 women 
bearing small children were even mildly toxaemic, 
and that is less than the general incidence of 
toxaemia in pregnancy, which is usually accepted 
as about 10 per cent. | 
Margaret Puxon 


439. Significance of Protein Hydrolysates in Paedi- 
atrics. (Vyznam bilkovinnych hydrolysati v pedia- 
trii). 

By A. Paracky. Cas. lék €es., 86, 838-842 and 
862-868, July 11 and 18, 1947. 3 figs., 28 refs, 

The author discusses his experience with casein 
and meat hydrolysates given orally and by intra- 
venous injection in gastro-enteritis of children, 
Permanent drip infusion was found inadvisable, 
since the liver should not be forced into unphysio- 
logical permanent protein-metabolic activity. There 
was no difference between the effects of casein and 
of meat hydrolysates, though casein hydrolysate 
was considered more valuable for replacing lost 
nitrogen. The effect of these hydrolysates is dis- 
cussed under three headings: rehydration, detoxi- 
cation, and restitution. 

In order that the body may retain water given 
parenterally, the latter must be given together 
with protein (plasma-infusion) or amino-acids, 
from which the liver can build the necessary serum 
albumin. The latter method is better, since it seems 
easier for the liver to build up serum albumin than 
to destroy the globulin fraction of the plasma, The 
weight curve after hydrolysate infusion in 1 case 
of cerebrospinal fever with otitis is presented. 
[The author also attempts to show by plasma 
analysis before and after infusion in 4 cases that 
amino-acids are actually transformed into protein, 
but his figures are somewhat inconclusive. | 

As casein contains a number of amino-acids 
(among others methionine) which are not contained 
in serum albumin, the question of unnecessarily 
overloading the liver arises. In gastro-enteritis, 
however, there is no fatty degeneration of the liver 
but rather a fatty infiltration, fats replacing the 
metabolized stores of glycogen and proteins. This 
is a reversible state, as proved by the normal 
liver function in children after gastro-enteritis. 
Previously the good effect of acetylcholine in these 
cases (used originally to combat the paralytic ileus 
arising sometimes in the later stages) had been 
noted, and had been attributed to the transforma- 
tion of fats, through combination with phosphoric 
acid and choline, into water-soluble lecithin. An 
equally good effect, both on intestinal peristalsis 
and on the general condition, can be observed after 
use of hydrolysates. Since casein contains both 
phosphorus and methionine (which the body 
transforms into choline), an effect similar to that 
due to acetylcholine may be responsible. In such 
cases the liver cells are undamaged, and start to 
function normally immediately after the fat has 
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been replaced by protein. In contrast, a case of 
liver damage with jaundice is described in which 
the patient went into coma after casein-hydro- 
lysate infusion. 

The detoxicating effect of the hydrolysates is 
attributed partly to their influence on acidosis, 
since amino-acids are ideal buffer substances and 
it is possible to give the infant large amounts of 
alkali, and partly to their antihistaminic proper- 
ties, The latter might be explained either by the 
simple dilution of histamine, or by the suppression 
of acidosis (which is necessary for its formation), 
or by the raised threshold to histamine after 
amino-acid infusion, However, tests on rabbits 
injected with histamine and either physiological 
saline, glucose, or hydrolysates failed to show this 
detoxicating effect. 

In restitution (re-alimentation), hydrolysates 
have shown themselves distinctly superior to 
plasma. In cases treated with plasma, complete 
detoxication and partial rehydration took place, 
but the patients often died 1 to 3 weeks afterwards 
from marasmus. Since the use of hydrolysates 
such deaths have been extremely rare, and occurred 
almost exclusively in cases with parenteral infec- 
tion. The reason for this lies probably in the 
diffusibility of the amino-acids and in the threonine 
content of the hydrolysates. Emulsified fat may 
be added, but this is considered superfluous. 

The results of treatment in 53 cases are tabu- 
lated: 26 patients were cured and 15 discharged 
unimproved, while 18 died. Altogether 104 
patients were given 326 intravenous and 28 sub- 
cutaneous infusions, only 6 receiving the hydro- 
lysates orally. Only in 6 cases of intravenous 
infusion was there any ill effect—that is, vomiting 
towards the end of the infusion. There were some 
remarkable results in cases other than of gastro- 
enteritis, which are briefly mentioned: there was 
complete cure in 3 cases of erythrodermia des- 
quamativa, 3 cases of acrodynia, and 1 case of 
pylorospasm, and marked improvement in some 
cases of seborrhoeic eczema. These results may be 
partly due to the relations between serum proteins 
and vitamin B. It is again emphasized that in 
hepatitis and any case of liver damage hydroly- 
sates are contra-indicated. 

A, Rohan 


440. Breast-feeding with Special Reference to Social 
Factors. A Preliminary Report. 

By E, J. Witurams. Publ. Hlth. Lond., 60, 
201-204, July, 1947. 5 refs. 

The rate of decline in the proportion of babies 
breast-fed has increased in recent years. About 
50 per cent of children aged 4 months are weaned 
from the breast. The majority of doctors are in 
favour of breast-feeding, but others doubt its 
advantage, suggesting that it acts as a drain on 
the mother and curtails her activities for too long 
atime. This latter opinion is expressed by many 
mothers. Changed conditions, such as the produc- 
tion of hermetically sealed cans of dried milk with 
H 
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added vitamins, together with changed social 
conditions, demand a reconsideration of earlier 
verdicts on infant feeding. A large number of 
mothers in all classes are now unable to lead the 
peaceful domestic existence which should accom- 
pany breast-feeding. 

The Institute of Social Medicine in Oxford is at 
present carrying out a survey on the health and 
sickness experience and the growth and develop- 
ment of children from birth to 5 years of age. 
The problem of breast-feeding has presented itself 
early in the course of the investigation. The 
reasons for the decline of breast-feeding also need 
investigation. The author considers that some 
light might be thrown on these two problems if 
the following questions were answered: (1) Does 
the duration of breast-feeding show a different 
incidence in the different social groups? (2) From 
what age does weaning to solids take place? (3) 
What are the reasons given by the mothers for 
ceasing to breast-feed? (4) Does the child weaned 
early to solids compare favourably with the child 
kept on a milk diet until 9 months of age? (5) Is 
the baby fed by modern artificial methods inferior 
in any way to the breast-fed baby? (6) What are 
the causes for the decline in breast-feeding? 

Answers to questions 1, 2, and 3 are attempted 
in this paper. Observations have been made on 
200 children who had completed their first year of 
life. Eventually 500 to 600 children will be inves- 
tigated, representative of every social class in 
Oxford. The first 200 children have been recruited 
from the welfare centres in Oxford and from 
different social groups. It was found that 54 per 
cent of the children were wholly breast-fed for 5 
months or more, and then started mixed feeding. 
The proportion was ostensibly greater among 
mothers in the higher than in the lower social 
grades—67 and 43 per cent respectively—but the 
observed difference is not statistically significant. 
There is a suggestion that working-class mothers 
continue breast-feeding for shorter periods, the 
average durations being 6.8 months in the highest 
social group and 4.9 months in the lowest social 
group. These figures, however, are not statistically 
significant. The model age period for weaning 
babies to solids is between 5 and 7 months, 
and there is an apparent tendency to start giv- 
ing solids to bottle-fed babies slightly earlier 
than to breast-fed babies, although there appears 
to be no significant difference between the various 
social groups as regards the beginning of mixed 
feeding. 

The exact reasons given by the mothers for aban- 
doning breast-feeding were difficult to ascertain, 
although ‘‘ environmental’’ factors, especially 
housework, are chiefly responsible. These factors 
are more important at the present day, when few 
mothers have domestic help of any kind, and 
working-class mothers have higher standards of 
housekeeping and baby care. Success or failure in 
breast-feeding differs very slightly in the different 
classes of the population, probably because there 
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has been an equalization of conditions. All house- 

wives are rationed, all have shopping and home 

problems, and most are without help in the home. 
Beryl Bevan 


441. Frequent Occurrence of Rickets in Dystrophic 
Infants. (Uber gehiuftes Vorkommen von Rachitis 
bei dystrophischen Sauglingen.) 

By L. Borcuerpinc. Arch, Kinderheilk., 133, 
107-111, 1947. 7 refs. 

Present opinion is that dystrophic infants do not 
suffer from rickets because rickets is supposed to 
occur only in growing children, In the occasional 
reports of rickets in such infants either the disease 
was in its latent form and recognized only in histo- 
logical sections or the clinical symptoms were mild. 
The author, however, saw cases of active rickets 
in a number of dystrophic infants in the Children’s 
Hospital at Liibeck during the later war years. 
The disease was never severe, but it was not severe 
either among infants without dystrophy. The 
diagnosis was made clinically, craniotabes and, 
in older infants, thickening of the epiphyses being 
found. Some cases were verified by skiagrams, and 
in some cases sections were examined. 

A table of the cases of rickets occurring between 
1942-45 shows that the total number rose from 27 
in 1942, 1943, and 1944 to 101 in 1945 and the 
number in which there was dystrophy from 4 (15 
per cent) to 38 (38 per cent), Cases in which 
rickets existed before dystrophy were not included 
in the latter group, nor were cases where the infant 
developed rickets when recovering from dystrophy. 
The author compares the incidence of rickets in 
non-dystrophic and dystropic infants in the hos- 
pital, and finds that it is approximately the same 
in both groups. The numbers are, however, too 
small to be significant. The increase in rickets in 
dystrophic infants in 1945 could not be related to 
the increase in the number of premature infants. 
Most of the 38 dystrophic infants in 1945 were the 
children of refugees or camp-inmates and only 10 
came from normal households. From all 57 
dystrophic rickety infants the author selected 
those with 5 cm. or more retardation of growth, 
and those who had developed rickets of the thorax 
in spite of insufficient development of the chest 
(circumference diminished more than 1 cm). There 
were 18 in the first group, and 3 in the second 
group. 

The author concludes from these observations 
that the view that malnutrition acts as a protection 
against the development of rickets through a 
reduction in growth is incorrect. Rickets is a 
general disease, and the disease process in the area 
of growth in the bones is only part of the overall 
picture. Therefore, where growth is abolished or 
hindered, as in dystrophic infants, the clinical 
symptoms may be changed through absence of 
obvious signs in the epiphyses, but these infants 
can still suffer from rickets. 

E. Lejbowicz 


442.- Maternal and Infant Mortality. A Comparative 
Study Covering a Period of Twenty Years, based on 
Records of the Hospital of the Good Samaritan at Los 
Angeles, California. 

By R. H. Facan. West. J. Surg., 55, 584-596, 
Nov., 1947. 4 figs., 6 refs, 


443. Pathology of Stillbirths and Neonatal Deaths, 
A Survey of 1,053 Cases. (Pathologie can doodge- 
hornenen en overleden pasgeborenen [Overzicht van 
1,053 gevallen].) 

By A. G. ScHoo. Maandschr. Kindergeneesk., 
15, 360-362, Oct., 1947. 


444. A Note on Stillbirths and Neonatal Deaths, 
By T. R. Rircute. N, Z. med. J., 46, 412-414, 
Oct., 1947. 


MATERNAL MORBIDITY, 
MORTALITY. 
445. The Obstetrical Cripple. 
By G. F. Apam. Texas St. J. Med., 43, 384- 
388, Oct., 1947. 12 refs, 


446. Obstetric and Gynecologic Mortality at Park. 
land Hospital, 1944, 1945 and 1946. 

By W. F. MENGeErT, R. J. Rimmer, and M. L. 
Brirron. Sth. med. J., 40, 920-926, Nov., 1947. 
2 refs. 


OBSTETRIC OPERATIONS 


447. Removal of the Pelvis instead of Decapitation. 
(Depelvisation statt Dekapitation.) 

By F. LicHtenstein. Zbl. Gynik., 69, 141-144, 
1947. 1 ref. 


448. Historical Development of Willett’s Forceps 
and their Importance in Practical Obstetrics. (Ein 
Beitrag zur geschichtlichen Entwicklung der Kopfs- 
chwartenzange und ihrer Bedeutung fir die praktische 
Geburtshilfe. ) 

By G. MEstwerpt. Arztl. Wschr., 1/2, 905- 
g12, Sept. 15, 1947. 63 refs. 


449. The New Wiirzburg Forceps. 
Wiirzburger Kopfzange.) 

By C. J. Gauss. Zbl. Gyniik., 69, 321-325, 1947: 
1 fig., 1 ref, 


(Die neue 


450. Caesarean Section. 
césarienne. ) 

By H. VERMELIN. 
Oct. 25, 1947. 


(A propos de 1’opération 


Presse Méd., 55, 717-718; 


451. Extraperitoneal Caesarean Section: Waters 
Technique. 
Waters. ) 

By J. Amorim, F. Ferretra, and J. TAVARES. 
Obstet. Ginec. lat-amer., 5, 333-343, Aug., 1947: 
4-figs., 12 refs, 
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452. An Analysis of 416 Consecutive Caesarean 
Sections. 

By C. J. ANDREws, R. B. NIcHoLts, and W. C. 
AnpREWS. Amer, J. Obstet. Gynec., 54, 791-800, 
Nov., 1947. 


453. An Analysis of 529 Consecutive Caesarean 
Sections. 

By M. Feresten. J. Mt Sinai Hosp., 14, 280- 
288, Sept.-Oct., 1947. 7 refs. 


454. Cesarean Section in Potentially Infected 
Patients Using Sulfathiazole in the Uterus and the 
Peritoneal Cavity. 

By J. M. Setrte and L. A. Witson. Amey. J. 
Obstet. Gynec., 54, 801-803, Nov., 1947. 7 refs. 


455. Rectal Dilator in Perineal Repair. 
By A. P. Hupains. W. Virgina med. J., 43, 370- 
371, Nov., 1947. 4 refs, 


MISCELLANEOUS. 
450. The Evolution of Obstetrics and Gynecology 
in the Near East. 
By W. Bickers. Amey, /. Obstet. Gynec., 54, 
814-819, Nov., 1947. 


457. The Newcastle-upon-Tyne Obstetric ‘Emer- 
gency Service. 


By F. Sraster. Brit. med J., 2, 878-880, 
Nov., 1947. 

GYNAECOLOGY. 
General 


458. The Incidence of Psychosomatic Disease from 
a Private Referred Gynecologic Practice. 

By F, R. Lock and J. F. DoNNELLY. Amer. J. 
Obstet. Gynec., 54, 783-790, Nov., 1947. 


459. The Gynecologic Aspect of Headaches. 
By E. O. Srrassman. J. Mt Sinai Hosp., 14, 
646-652, Sept.-Oct., 1947. 3 figs. 


460. Extragenital Disease in the Gynecological 
Patient. 

By L. S. Laprp. J. Mt Sinai Hosp., 14, 802- 
806, Sept.-Oct., 1947. 


461. Endocrine Methods of Diagnosis in Gynaeco- 
logy. (Les méthodes de diagnostic hormonal en 
synécologie. ) 

* | C. Bectere, Brux-méd., 28, 13-21, Jan. 3, 
1948. 


Disorders of Function 


462. Purpura Following Estrogen Therapy, with 
Particular Reference to Hypersensitivity to (Diethyl) 
Stilbestrol and with a Note on the possible Relation- 
ship of Purpura to Endogenous Estrogens. 
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By C. J. Watson, A. L. ScHuttz, and H. M. 
WikorF. J. Lab. clin. Med., 32, 606-617, June, 
1947. 35 refs. 

Five cases in which purpura followed oestrogen 
therapy are described: 4 were in women suffering 
from menopausal symptoms or amenorrhoea, and 
I was in an elderly man with carcinoma of the 
prostate. To 4 of these patients stilboestrol had 
been given for 24 to 7 years. The fifth received 
oestrogens intermittently by mouth for 2 months. 
Skin tests for a possible sensitivity to oestrone and 
stilboestrol were carried out on 3 patients, and also 
on 25 controls. The test consisted in injecting 
intradermally 0.1 ml. of a 0.2 per cent suspension 
in saline. Positive reactions were obtained in the 
3 cases studied and were absent from the control 
group. Circulating antibody could not be demon- 
strated by the Prausnitz-Kustner passive transfer 
which was attempted in the 4 cases. The authors 
nevertheless conclude that the possibility of 
hypersensitivity to exogenous or endogenous 
oestrogens may at times constitute the major 
factor in the production of purpura, 

The purpose in reporting these 5 cases is to call 
attention to the possibility of a causal relation 
between stilboestrol and other oestrogens and pur- 
pura. The literature relating to the effects of 
oestrogens is reviewed and discussed from the 
standpoint of: (1) reported cases of supposed toxic 
effects in individuals in whom abnormalities 
related to the liver and blood were noted; (2) the 
experimental production of purpura and liver 
injury in animals by their administration; and (3) 
the effect of endogenous oestrogens in the produc- 
tion of purpura. 

R. Winston Evans 


463. Subclinical Hypo-ovarianism. 
By J. A. Winter. J. Michigan med. Soc., 46, 
1169-1175, Oct., 1947. 2 refs. 


464. The Value of the Basal Body Temperature, 
Vaginal Smear, and Endometrial Biopsy in the 
Diagnosis of Ovarian Dysfunction. (El valor de la 
temperature basal del cuerpo, frotis vaginal y biopsia 
del endometrio en el diagndéstico de los trastornos 
funcionales del ovario.) 

By J. ZANARTU ORREGO and A. ATRIA RAMIREZ. 
Rev. méd. Chile, 75, 639-647, Oct., 1947. 3 figs., 
24 refs. 


465. The Effect of Prolapse of the Ovaries Upon 
Cystic Degeneration and Ovulation. 

By J. C. Weep and C. G. Cottins. West. J. 
Surg., 55, 442-450, Aug., 1947. 3 figs., 28 refs. 

The subject of prolapse of the ovaries is 
approached from experimental and clinical aspects, 
The authors previously (Surgery, 1942, 11, 292) 
have been able to produce experimentally bilateral 
polycystic ovaries in rabbits by causing artificial 
prolapse of the ovaries. Now they have attempted 
to test for impairment of function in cases of 
prolapsed ovary. Three months after the opera- 
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tion, mating with active bucks was encouraged 
over a period of two weeks. The does were then 
examined at laparotomy. Out of 8 does, there was 
only one pregnancy and in the other 7 no fresh 
corpora lutea from ruptured follicles were found. 
Further study on these data is in progress. They 
suggest that ‘‘ polycystic disease of the ovaries is 
produced by follicular atresia resulting from persis- 
tent vascular congestion, and that follicular atresia 
is the result of faulty nutrition to the ovum of 
vesicular follicles.’’ Accordingly 13 patients, ages 
ranging from 16 to 28, with bilateral polycystic 
ovaries and with prolapse and pelvic congestion, 
were treated by ovarian suspension and partial 
resection. Hypermenorrhoea and polymenorrhoea 
were the presenting complaints in 10 cases, with 
oligomenorrhoea or persistent non-ovular cycles in 
the remainder. The results were good in 10 cases; 
one patient was untraced, one result undetermined, 
and one patient worse (she required ojphorectomy 
for pain). Six patients had had previous endocrine 
treatment. From this and the experimental data 
the authors conclude that polycystic disease of the 
ovaries is not due to hormone imbalance. 

[All cases were stated to have an oestrin-phase 
endometrial pattern. Surely the day of the cycle 
in which this observation is made should be 
recorded. | 

Magnus Haines 


466. Hyperestrinism in Private Practice. 
By R. T. Spicer. Amer. J. Obstet. Gynec., 54, 
809-813, Nov., 1947. 


467. Hypertrophy of the Endometrium. 

By H. F. Traut, A. B. Scovitte, and A. Kuper. 
J]. Mt Sinai Hosp., 14, aadait Sept-Oct., 1947. 
4 figs., 18 refs. 


4608. Hypothyroidism in Functional Gynecologic 
Disorders: Withdrawal of Thyroid Medication as a 
Diagnostic Aid. 

By B. Bercias, J. Mt Sinai Hosp., 14, 743- 
746, Sept.-Oct., 1947. 14 refs. 


469. The Use of Estrogen. 
By T. L. Montcomery, Ohio St. med. J., 43, 
1046, Oct., 1947. 


470. The Limitations of Endocrine Therapy in 
Menstrual Disorders. 

By I. A. Wijsenseek. J. Mt Sinai Hosp., 1 
215-221, Sept.—Oct., 1947. 


471. Efficacy of Follidrin Tablets and some other 
Oestrogens by Various Routes. (Experimentella under- 
sékningar 6ver verkningsstyrkan av follidrintabletter 
och nagra andra éstrogener vid olika administra- 
tionssatt. ) 

By S. Wiepiinc. Nord. Med., 36, 2459-2462, 
Dec. 5, 1947. 20 refs, 


472. The Syndrome of Premenstrual Tension. (E] 
sindrome de tension premenstrual.) 

By R. Det V. Y. Aparo and J. M. San Antonio, 
Toko-ginec. pract., 6, 334-341, Nov., 1947. 


473. The Psychosomatic Aspect of Dysmenorrhea, 
A Sensory Conditioning Process. 

By W. E. Hunter and B, B. Roir. Amer, J. 
Obstet. Gynec., 53, 123-131, Jan., 1947. 2 figs., 
22 refs. 

The authors seek to demonstrate the mechanism 
of increased sensibility in dysmenorrhoea by dis- 
cussing the normal physiology of the menstrual 
cycle, the changes of which become exaggerated 
by sensory conditioning and integration to form 
psychic patterns in the cerebral cortex producing 
pain and other disagreeable symptoms. They 
endeavour to show that such symptoms are not 
imagined but have a physiological basis. 

Dysmenorrhoea is classed as primary or func- 
tional, and secondary or organic. Contributing 
factors are sex-consciousness, emotional conflict, 
and lowered pain threshold, Patients universally 
admitted emotional or nervous instability and 
one or more physical symptoms. Dysmenorrhoea 
occurs in normal healthy ovulating women with 
no hormone imbalance, and in whom the cycle is 
regular and accompanied by formation of secretory 
endometrium. The accepted theories of the pain 
mechanism are reviewed. It is pointed out that, 
although childbirth and age accentuate local 
uterine changes, dysmenorrhoea when untreated 
diminishes when these changes become more 
noticeable. 

Lewis is quoted as saying that ‘‘ pain cannot be 
defined as it is something we learn from experience 
and describe by illustration ’’. The normal level 
at which pain is appreciated is the cortex, the 
phantom limb being an apt example. Experiments 
concerning pain perception are reviewed. Pain 
threshold has been shown to be elevated 30 per 
cent by placebos, depending on the confidence of 
the patient in the remedy. Details of cases are 
given to illustrate the value of suggestion aided 
by hypnosis and partial anaesthesia by thiopentone 
(‘‘ pentothal ’’), Moliminal symptoms are due to 
corpus luteum activity, and can be relieved by 
sodium restriction, chloride administration, and 
temporary suppression of ovulation by stilboestrol. 
Both surgical and medical means relieve, as also 
do placebos, suggestion under hypnosis, or narco- 
suggestion. Suggestion either consciously or uncon- 
sciously enters into the treatment of most cases of 
dysmenorrhoea. C. W. Kimbell 


474. Treatment of Primary Dysmenorrhoea by 
Dilatation of the Cervix and by Sympathectomy (Post- 
operative Examination of 195 patients). (Primaer 


dysmenorrhoea behandlet med dilatasjon av cervix 
uteri og med sympatektomi. En etterundersgkelse av 
195 pasienter.) 

By K. Knutsen. Nord. Med., 22, 1261-1268, 
May 30, 1947. 


33 refs. 
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At a gynaecological and maternity hospital in 
Bergen cases of primary dysmenorrhoea are 
usually treated by dilatation of the cervix. When 
this fails, or when the dysmenorrhoea is associated 
with sterility or with certain complications, such 
as retroversion of the uterus, in need of treatment, 
resection of the hypogastric sympathetic plexus 
(presacral nerve) is undertaken. On the basis of 
195 cases treated in the five-year period 1941-45 
the author concludes that dilatation of the cervix 
with Livset’s dilator is not dangerous, and ensures 
complete recovery or definite improvement in 
about 50 per cent, Nerve resection entails the same 
risks as any other operation involving laparotomy, 
and it should therefore be reserved for cases of 
primary dysmenorrhoea refractory to more con- 
servative measures, such as dilatation of the cervix. 
In 75 cases in which resection was undertaken 87 
per cent were improved; this improvement ranged 
from complete freedom from symptoms to definite 
amelioration with fitness for work. Backache was 
often not relieved by resection, the efficiency of 
which should be tested by a histological examina- 
tion of the tissues resected. The demonstration of 
a few nerve elements is no guarantee of an adequate 
resection, which, to be successful, must include 
all the nerve fibres of the hypogastric plexus. 
Failure to demonstrate nerve elements in the 
resected tissues is an indication for re-operation. 
Resection seems to have no unfavourable effect on 
pregnancy or labour, and in many cases subse- 
quent labours are comparatively painless. This 
operation seems not to influence frigidity, but in 
many cases it may facilitate coitus. 

C. Lillingston 


475. Treatment of Essential Dysmenorrhoea with 
Ephedrine. (Behandling af essentiel Dysmenorrhoea 
med Ephedrin. ) 

By J. U. ScHLeGEL. Nord. Med., 34, 1153-1156, 
May 16, 1947. 31 refs. 

Explaining the use of ephedrine in the treatment 
of dysmenorrhoea, the writer refers to his own 
theory of menstruation (Nord. Med., 1944, 24, 
2057), according to which the number of arterio- 
venous anastomoses in the endometrium is greatly 
increased immediately before menstruation, and 
the latter is induced by the ischaemia resulting 
from the flow of blood through these anastomoses 
instead of through the capillaries. Going a step 
further, the author suggests that the dilatation of 
these anastomoses may deprive the myometrium 
as well as part of the endometrium of blood, and 
that it is the ischaemia of the myometrium that 
gives rise to pain. Ephedrine, by constricting the 
anastomoses, diverts the blood into the myomet- 
rium and eliminates pain. The author reports on 
23 cases treated in this way. In 17 the pain 
disappeared completely and the ephedrine caused 
no subjective discomfort. In 2 the pain disap- 
peared but the patients complained of headaches, 
nausea, and palpitations. In 4 the pain was not 
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eliminated and there was considerable subjective 
discomfort. 
B. Nordin 


476. Stimulating X-ray Doses in Amenorrhoea and 
Oligomenorrhoea. (Dosis estimulantes de rayos X 
en amenorrea y oligomenorrea.) 

By L. Fierro pet Rio and J. M. Fartas 
RopriGuez. Rev. méd. Hosp. gen., 9, 355-361, 
Feb., 1947. 32 refs. 

Small doses of X-rays have been used in endo- 
crine disturbances with diminished function, in the 
belief that cellular activity is stimulated by the 
products of tissue: destruction, called ‘‘ necrohor- 
mones ’’, resulting from the passage of the X-rays. 
The value of stimulating doses of X-rays in 
menstrual disorders has been disputed. While 
many authors speak enthusiastically of them, 
others consider that they are useless and dangerous 
and produce glandular destruction. 

The authors describe a series of cases which they 
have treated and observed over 3 years. All 
patents had a gynaecological and general examina- 
tion. The technique used was a modified form of 
Mazer’s. The physical factors involved are: 135 
kV., 3 mA., filtration with 5 mm. of aluminium or 
its equivalent, and a focal skin distance of 40 cm. 
Two pelvic fields of 20 by 24 cm. and two temporal 
fields of 4 by 4 cm. are used. The total dosage 
consists of 405 r measured in air; of these go are 
administered by the anterior and 45 by the 
posterior pelvic routes, and 135 in each of the 
temporal fields. Three weekly treatments are 
given, with three applications in each session. In 
the first and third weeks the anterior pelvic field 
and both temporal fields are irradiated, and in the 
second the posterior pelvic field and both temporal 
fields. 

Three patients without menstrual disturbances 
were treated. Two had pre-menstrual tension and 
both were relieved. Twelve patients with amenor- 
rhoea and oligomenorrhoea were treated. In all, 
the disturbance was functional and none had any 
organic change apart from genital infantilism, In 
10 of these the normal menstrual cycle was re- 
established. Six pregnancies followed, 1 patient 
becoming pregnant twice, and 5 of these went to 
term or were progressing normally. Finally, in 
2 other patients with organic lesions there was no 
change after treatment. 

The authors’ results are similar to those reported 
in the literature, which they quote in detail. No 
serious effects have been produced on the patients 
or the babies, and it is not considered that there is 
any risk to future generations, Care must be taken 
over the dosage, however, and that used has been 
one-half or one-third of that recommended by 
other authors. Great care must also be taken, 
because of the injurious effect of radiation 6n the 
foetus, to avoid treatment in any patient who may 
be pregnant. The treatment therefore should be 
given only in the first 15 days after a menstrual 
period, Bryan Williams 
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477. A Discussion of the Treatment of Functional 
Dysmenorrhea and a Hormal Test for Endometriosis. 

By J. M. Fremmeit. Connecticut med. J., 11, 
965-972, Dec., 1947. 16 refs. 


478. Presacral Neurectomy in Intractable Dys- 
menorrhea, 

By L. E. Paaneur. J. Mt Sinai Hosp., 14, 
553-555, Sept.—Oct., 1947. 3 refs. 


479. Results of Treatment of Primary and Second- 
ary Amenorrhoea and of Oligomenorrhoea with 
Gonadotrophic Hormone from Pregnant Mare’s 
Serum. (Resultaten de behandeling van primaire en 
secundaire amenorrhoe en van oligomenorrhoe met 
gonadotroop hormon verkregen uit serum van 
drachtige merries [Gestyl].) 

By A. J. M. Duyzines. Ned. Tijdschr. Geneesk., 
91, 3598-3603, Dec. 13, 1947. 


480. Histological Entities in functional Uterine 
Haemorrhage and their Treatment. (Les entités 
histologiques des hémorragies utérines fonctionnelles 
et leurs traitements.) 

By J. L. Wopon and R. Corpier. Rev. frang. 
Gynéc. Obstét., 42, 161-174, May, 1947. 4 figs., 
13 refs. 

This article deals only with functional uterine 
haemorrhage, excluding haemorrhage due to causes 
such as tumour. A premenstrual biopsy was 
performed—-sometimes two. biopsies at intervals 
when the exact date of menstruation is not 
available. Haemorrhages are classified as: (a) 
Those associated with the period of endomet- 
rial proliferation; these are: cystic glandular 
hyperplasia (metropathia haemorrhagica), poly- 
poid hyperplasia, intrauterine endometriosis, and 
decidual hypertrophy of the corium. These are 
clinically metrorrhagias. (b) Those due to regres- 
sion of the endometrium: endometrial hypoplasia, 
menorrhagia with excessive exfoliation, mem- 
branous dysmenorrhoea. These are clinically 
menorrhagias. The authors classify their findings 
as follows. 


Per cent 

Debris of ovulation Sr. Hee iy ES 
Chronic metritis ... ... ... 
Cystic glandular hypertrophy 26 
Polypoid hyperplasia ..._... 5 
Intrauterine endometriosis ... ... .. 3 
Deciduiform hypertrophy ... .. .«. 5 
Hypoplasia of endometrium... ...... 16 
Normal histology Rorentis its wot ao 

5 i (blood lesion) ...  ... 1 
Histology unclassifiable Dicom cahor tiie DO 


Of the cases of, menorrhagia—that is, cyclic 
bleeding, which may be profuse or persistent—26 
per cent show no histological lesion, the lesion 
appearing only at the moment of menstrual 
A biopsy performed during the 


haemorrhage 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


course of menstruation will disclose an abnormal 
histology with modification of the endometrial 
desquamation. [No further evidence of this 
interesting suggestion is offered.] The metro- 
rrhagias are accompanied by alterations in the 
phase of growth of the endometrium, while the 
menorrhagias are accompanied by alterations in 
the phase of regression and exfoliation of the 
endometrium. 

The existence of chronic metritis is doubted by 
many; the present authors state that it does occur, 
but only when maintained by a primary tubal 
infection. The presence of polymorphonuclear 
infiltration is not a sign of inflammation of the 
endometrium, and may in fact be a normal appear- 
ance. The rarity of this disease is due to the spon- 
taneous cure which occurs by the shedding of any 
damaged endometrium each month. In chronic 
metritis there is a characteristic heavy plasmato- 
cyte infiltration of the endometrium. Hypoplasia 
is regarded as being due to an endometrium 
incapable of growth—as, for example, at the meno- 
pause; therefore, although oestrogen may cure, 
the condition will relapse as soon as the hormone 
is stopped. 

Treatment may consist either of curettage 
followed by radium, or of hormone therapy—for 
example, with gonadotrophin daily for 6 to 7 
weeks. [The success claimed for the latter form 
of treatment is not confirmed by British and 
American experience.| Testosterone is not 
effective, since the bleeding starts again when 
treatment ceases. The authors claim cure rates 
by curettage of 40 per cent in women under 40 
and of 60 per cent in women over 40. Permanent 
cure is obtained in the remainder by 1,000 mg.- 
hours of radium. 

[This article is marred by the poor quality of the 
photomicrographs. It would have been interest- 
ing to see an illustration of the specimens taken 
during menstruation. | Bernard Sandler 


481. The Treatment of Metropathia Haemorrhagica 
with Male Sex Hormone. 

By P. G. SHusHantya. Akush. Ginec., No. 2, 
31-32, 1947. 

Metropathia haemorrhagica is due, according to 
the author, to persistence of a Graafian follicle, 
which does not rupture and thus supersaturates 
the organism with its secretion. Treatment may 
be hormonal (administration of progesterone or 
prolan) or surgical (curettage or destruction of the 
offending follicle). Male sex hormone (“ testo- 
viron ’’) was implanted subcutaneously or given 
by mouth (dose not stated) to 11 patients suffer- 
ing from metropathia haemorrhagica. In all cases 
the haemorrhage rapidly subsided (the longest 
period was 6 days from the beginning of adminis- 
tration of the male sex hormone). The author 
concludes that this is the treatment of choice in 
metropathia haemorrhagica. 

Nicolas Tereshchenko 
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482. Functional Bleeding. 
By A. H. Curtis. J. Amer, med. Ass., 135, 
560-561, Nov. 1, 1947. 1 ref. 


483. Uterography as an Aid in the Diagnosis of 
Uterine Bleeding. 

By S. A. Rosins, J. Mt Sinai Hosp., 14, 
559-508, Sept.-Oct., 1947. 10 figs., 13 refs. 


484. Radium Therapy in Benign Uterine Bleeding. 
By A. J. Roney. J. Mt Sinai Hosp., 14, 
509-575, Sept.-Oct., 1947. 


485. Haemorrhage of the Corpus Luteum Simulating 
Acute Appendicitis. (Hemorragias do corpo amarelo 
simulando apendicite aguda.) 

By L. M. Macuapo. Rev. Ginec, Obstet., 2, 
760-764, Oct., 1947. 6 refs. 


486. Menorrhagias of Puberty. (Menorragias de 
la pubertad.) 

By A. PEpRO-Pons. 
Oct., 1947. 8 refs. 


Med. clin., 9, 213-218, 


487. Immediate and Late Results of X-ray and 
Radium Therapy in Benign Menorrhagia and Metro- 
rthagia. (Esiti immediati e a distanza nella roentgen- 


e radiumterapia delle forme menometrorragiche 
benigne. ) 
By P. ALrFiert. Ginecologia, Torino, 13, 


401-429, Sept., 1947. Bibliography. 


488. Menometrorrhagia during Adolescence. 
By C. F. FLunmann. J. Amer. med. Ass., 135, 
557-500, Nov. 1, 1947. 2 figs., 18 refs. 


489. Vitamin B Complex, Menorrhagia, and Cancer. 
A Critical Review. 

By R. R. GREENE and B, M. PeckHaM., Amer. 
]. Obstet. Gynec., 54, 611-617, Oct., 1947. 46 refs. 


490. Substitutes for Progesterone in the Production 
of Deciduomata. (Die Ersetzbarkeit van Progesteron 
bei der Erzeugung von Deziduomen.) 

By K. Ricutrer. Wien. med. Wschr., 
281-284, June 21, 1947. 1 fig., 17 refs. 

Various substances are used nowadays in gynae- 
cology for their supposed progesterone-like action. 
The efficacy of some of these in producing deciduo- 
mata formation has been investigated by the 
author. He chose deciduomata formation as the 
one reliable means of testing progesterone-like 
activity, owing to the known variability of 
response of different test animals under similar 
experimental conditions. 

Castrated albino rats 19 days old, of a special 
breed, and of an average weight of 400 g., were 
used. Five days after castration and for the suc- 
ceeding 5 days 100 units ‘‘ folipex’’ (follicular 
hormone) was injected daily. The substance to be 
investigated was given during the following 9 days. 
On the third day of this period a laparotomy was 
performed and the uterus traumatized by a silk 
thread drawn through one of its horns. The rat 
was killed on the ninth day, and the uterus extir- 


97, 
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pated and fixed in alcohol. A careful comparison 
was made of the response of the traumatized area 
in the uterus to the test substances. Several rats 
were injected with varying amounts up to 9 mg. 
progesterone to obtain a deciduoma to compare 
wth those produced by the test substances. 
Desoxycorticosterone acetate, 150 mg., produced a 
deciduoma comparable with that obtained with 9 
mg. progesterone; it can therefore be said that the 
suprarenal hormone has a progestational effect. 
Testosterone propionate 120 mg., synthetic vitamin 
E (a-tocopherol) 4,500 mg., and goo,ooo units 
of prolactin were insufficient to produce deciduo- 
mata formation. The amounts of these substances 
could scarcely be exceeded. Hence it may be said 
that these substances have no progestational effect. 
Further, the therapeutic efficacy of these latter 
substances in gynaecological disorders, such as 
metropathia, can be due only to their effect on 
either the ovarian follicle or the anterior pituitary 
gland. Gladys Dodds 


491. Oral Smears Compared with Vaginal Smears. 
Case Report. 

By P. B. Russeti. Sth. med J., 40, 561-563, 
July, 1947. 2 figs., 4 refs. 

This is a case report to illustrate the value of 
Russell and Bennett’s method in controlling the 
synthetic oestrogen therapy of menopausal symp- 
toms in a woman of 44, following surgical opera- 
tion. Gram-stained smears from the surface of the 
mouth show the influence of hormonal stimulation 
on the buccal epithelium, and permanent prepara- 
tions can be made for comparison. It is suggested 
that the method is applicable to the oestrogen 
therapy of vulvo-vaginitis in children, and that the 
patients themselves could prepare the smears. 

E. T. Ruston 


492. Post-menopausal Genital Bleeding. 

By J. K. Freeney. J. med. Ass. 
260-263, May, 1947. 4 refs. 

Post-menopausal genital bleeding was investi- 
gated in 100 consecutive cases. Lesions of the 
bladder and urethra are included. Post- 
menopausal bleeding is taken as meaning haemor- 
rhage occurring not less than 18 months after 
cessation of the last menstrual period. 

Of the 100 cases investigated, 42 were due to 
malignant disease—a lower figure than that given 
by American authors, who found that the per- 
centage of malignant disease varied between 50 and 
70. Of the 42 cases due to malignant disease, the 
uterus was the site of the neoplasm in 35 (car- 
cinoma of body, 18; carcinoma of cervix, 15; 
sarcoma of body, 2). Malignant disease of the 
ovary was found in 4 cases (carcinoma, 2; malig- 
nant granulosa-cell tumour, 1; malignant dysger- 
minoma, 1). There were 1 carcinoma of Bartho- 
lin’s gland, 1 squamous epithelioma of the vulva, 
and 1 malignant ulcer of bladder. 

Fourteen groups of cases of post-menopausal 
haemorrhage due to non-malignant causes are 
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described, and short clinical notes are presented 
for each group. Endometrial bleeding followed 
administration of ‘stilboestrol in 12 cases; this drug 
is often incorrectly prescribed, in that it is given 
in excess, used over too long a period, and used 
in unsuitable cases. It is noteworthy that ulcera- 
tion of the cervix in prolapse was responsible for 10 
cases, and ulceration due to a pessary for 6. One 
case of bleeding was due to syphilitic ulceration 
of the cervix. 

A full investigation of all cases of post- 
menopausal bleeding is advised, even when a single 
obvious cause is present, such as a vascular 
caruncle or haemorrhagic erosion. Such investiga- 
tion should include a general physical examina- 
tion, examination of the urine, with cystoscopy 
and urography in certain cases, rectal and 
bimanual examination, diagnostic curettage, 
cervical biopsy in all doubtful cases, and routine 
microscopical examination of all polypi. The 
author advises practitioners to refer all cases of 
post-menopausal bleeding for immediate investi- 
gation. The seriousness of delay is emphasized in 
this series by the fact that, in the cases of malig- 
nant disease affecting the uterine body and cervix, 
the average duration of bleeding before consulta- 
tion was 10 months. E. L. Nicolson 


493. The Premenopausal Syndrome and its treat- 
ment with Hormones. (Du syndrome préménopausique 
et de sa thérapeutique hormonale.) 

By H. pe Watrevitte. Brux.-méd., 27, 
2553-2502, Nov. 23, 1947. 19 refs. 


494. A Critical Survey of the Use of the Estrogens 
in the Treatment of the Menopausal Syndrome. 

By H. H. Bratnarp. Amer. Practit., Phila., 2, 
82-84, Oct., 1947. 7 refs. 


495. Bleeding Associated with the Menopause. 
By J. P. Pratr. J. Amer. med. Ass., 135, 
562-564, Nov. I, 1947. 


496. The Radiological Features of the Sella Turcica 
in So-called Menopausal Metropathia. (Sull’aspetto 
radiologico sellare nella cosi’ detta metropatia della 
menopausa. ) 

By W. Incuitta. Monit. Ostet.-Ginec., 18, 
29-38, Jan.-June, 1947. 8 figs., 9 refs. 


497. Hymeno-vestibulitis: A Frequent but Little 
Recognized Cause of Dyspareunia. (Hymenovestibu- 
litis localis, een frequente maar niet herkende oorzaak 
van dyspareunie. ) 

By J.G. H. Hott. Ned. Tijdschr. Geneesk., 91, 
3613-3616, Dec. 13, 1947. 2 figs. 


498. The Office Study of Infertility. 

By I. M. Procter and K. Dickinson. Amer. J. 
Obstet. Gynec., 53, 65-74, Jan., 1947. 

A study was made of fertility in 210 women, 49 
of whom had had a previous pregnancy, which 
had resulted in the birth of 11 living children, 30 
abortions (3 induced), 5 stillbirths, and 3 tubal 


pregnancies. The greatest desire for pregnancy 
came in those aged 25 to 30. The long-standing 
untreated case of sterility gave the worst results. 
No case was considered unless contraception had 
not been practised for 1 year previously. Of those 
who became pregnant, 1 gave a history of gonor- 
rhoea and 13 of mumps. No patient with a history 
of ruptured appendix became pregnant, nor in any 
of the 14 patients who had previously worn a stem 
pessary did pregnancy occur before or after investi- 
gation and treatment. In 103 cases tested the 
vaginal secretions were acid, and in 101 cases 
where the pH of the cervical canal was estimated 
52 were alkaline and 49 acid, but this finding did 
not seem of significance in those becoming preg- 
nant. Cervical infection and erosion did not appear 
to make any appreciable difference. There were 
66 cases of cervical erosion and 46 cases of deep- 
seated cervicitis, 3 with impassable strictures. A 
further 11 cases had laceration of the cervix and 
infection, making a total of 59 per cent of cases 
with cervical pathology. Vaginal pathology such 
as Trichomonas vaginitis and fungous vaginitis 
was noted in 9 cases. Retroflexed uterus was pre- 
sent in 20 per cent of patients; the authors con- 
sider that this represents approximately the 
incidence amongst all women. It was noted, how- 
ever, that of the patients becoming pregnant only 
II per cent had retroflexion, pregnancy being thus 
half as frequent in these women as in the general 
female population. The effect of faulty position 
of tubes and ovaries could not be evaluated. 

The authors agree with Meaker and Siegler that 
the study of sterility is the study of infertile 
matings. In this series the male was only indirectly 
considered. In 104 Huhner sperm tests the result 
was abnormal in 56. The condom-bottle sperm 
test was abnormal in 61 cases in 123. Of those 
women in whom pregnancy resulted, 65 per cent 
of the husbands had normal sperm, compared 
with 44 per cent of the husbands of women in 
whom no pregnancy resulted. The Rubin test was 
performed 306 times on 193 women, tubal patency 
being demonstrated at the first attempt in 67 per 
cent of those who became pregnant and 68 per cent 
of those who did not. In 2 patients insufflated 
seven times each, 1 became pregnant. ‘‘ Lipiodol”’ 
studies were made seventeen times only, patency 
being found in 4 out of 5 patients becoming preg- 
nant. In 1t case three insufflations and one salpin- 
gography were negative but pregnancy occurred. 
Of the 12 cases in which no pregnancy ensued there 
was occlusion in 6. 

Endocrine stigmata were present in 61 per cent. 
The basal metabolic rate was determined in 125 
cases; in 74 the rate was normal, and in 46 below 
normal. Thyroid extract was given to 61 women, 
36 per cent of whom became pregnant. The 
authors feel that thyroid extract has a most help- 
ful therapeutic effect. The effect of oestrogens, 
progesterone, and gonadotrophins could not be 
evaluated. The effect of vitamin E, used in 18 
cases, was also difficult to evaluate, 
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In 210 cases 73 pregnancies ensued (35 per cent); 
9 pregnancies terminated as abortions, and there 
was 1 tubal pregnancy. The authors find that 1 
of 4 infertile women will produce normal viable off- 
spring. After a long period of infertility results are 
less successful. C. W. Kimbell 


499. Some Aspects of Human Infertility. 

By A. SHarman. Brit. med. J., 2, 83-87, 
July 19, 1947. 11 refs. 

The author discusses his experience in the 
diagnosis of patency and non-patency’ of the tubes, 
the therapeutic aspects of insufflation, tuberculous 
endometritis and primary sterility, and the causa- 
tion of tubal occlusion. Insufflation of the tubes 
was carried out on 1,478 patients, of whom some 
4oo had 2 or more tests, 22 had 6 or more tests, 
while 1 patient had 23. Another had 18 daily tests 
between the cessation of one period and the begin- 
ning of the next. It was concluded that: (a) a 
single finding of non-patency is not reliable—in 57 
consecutive cases with this finding only 18 proved 
in fact to have blocked tubes; (b) a reliable 
standard for non-patency is 2 negative insufflations 
and 1 negative hysterosalpingogram—non-patency 
in almost 1,000 cases was 20 per cent; (c) greater 
accuracy would be probable if 250 mm. Hg were 
accepted as the upper limit of pressure in the test 
rather than 200 mm. Hg. 

Of 902 patients traced (primary sterility only) 
271 (30 per cent) became pregnant. Of 259 of these, 
69 (27 per cent) became pregnant within 3 months 
of insufflation, 108 (42 per cent) within 6 months, 
and 47 (31 per cent) within 1 year. Endometrial 
examination in 1,898 cases of primary sterility 
showed unsuspected tuberculosis in 100 (5.3 per 
cent). Further analysis has shown endometrial 
tuberculosis to be fifteen times more common in 
sterile than in fertile women. Chronic endometritis 
in a case of primary sterility should be regarded as 
suggestive of tuberculous infection. Re-infection 
(tuberculous) recurs rapidly after curettage. 
Removal of tuberculous Fallopian tubes does not 
cure endometrial infection. In cases of endometrial 
and tubal tuberculosis restoration of fertility is 
almost hopeless. There is a high incidence (61.8 
per cent) of non-patency of tubes in endometrial 
tuberculosis, probably due to unsuspected sub- 
clinical tuberculous salpingitis. The aetiology of 
tubal occlusion is discussed at length. 

Anthony W. Purdie 


500. Chromoperitoneoscopy in the Investigation of 
Tubal Patency. (Cromo-peritoneoscopia. [Visuali- 
zagao da permeabilidade tubdria.]) 

By L. D. Dutra. An. brasil. Ginec., 12, 52-55, 
July, 1947. 

This is a study of peritoneoscopy in the investi- 
gation of tubal patency. While the operator 
focuses the peritoneoscope upon the tubal ostium, 
an assistant, using a _ hysterosalpingography 
apparatus, injects slowly into the cervix a 2.5 per 
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cent methylen2-blue solution. If the tube is patent 
the dye will pass through the abdominal ostium 
visible. The efficacity of this method has been 
checked by hysterosalpingography. The author 
recommends it as a valuable aid in the diagnosis of 
sterility. A. Lilker 


501. An Historical Review of Sterility. 
By W. P. Tew. J. Mt Sinai Hosp., 14, 
208-214, Sept.-Oct., 1947. 6 refs. 


502. Sterility. 
By R. A. Moon. /. Kansas med. Soc., 48, 
496-501, Nov., 1947. 2 figs., 17 refs. 


503. Sterility. Personal Observations. 
By R. T. Fercuson. J. Mt Sinai Hosp., 14, 
289-292, Sept.—Oct., 1947. 1 fig., 6 refs. 


504. Some Aspects of Female Infertility. 
By L. Lioyp-Green. Med. ]. Aust., 1, 7-12, 
Jan. 3, 1948. 43 refs. 


505. Periodical Fertility and Infertility in the 
Female. (Die periodische Fruchbarkeit und Unfrucht- 
barkeit der Frau.) 

By T. Anrotne. Wien. klin. 
725-728, Nov. 7, 1947. 51 refs. 


Wschr., 59, 


506. The Diagnosis and Management of Sterility in 
the Female. 

By R. E. Nicopemus, LeR. F. RITMILLeER, and 
I. L. Messmore. Penn. med. ]., 51, 54-57, Oct., 
1947. 3 refs. 


507. Contributary Factors in Female Sterility. 
(Algunos aspectos parciales de la esterilidad femenina. ) 

By P. DE LA PENA REGipor. Toko-ginec. pract., 
6, 313-330, Nov., 1947. 5 figs., 12 refs. 


508. Does Backward Displacement of the Uterus 
Cause Sterility? 

By B. Sotomons. jJ. Mt Sinai Hosp., 14, 
204-207, Sept.-Oct., 1947. 4 figs., 1 ref. 


509. A Study of Seventy Successfully Treated Cases 
of Sterility. 

By J. Korz and M. S. Kaurman. J. Mt Sinai 
Hosp., 14, 463-466, Sept.—Oct., 1947. 


510. Gonadotrophic Hormones in the Treatment of 
Ovarian Insufficiency and Sterility. (Die gonado- 
tropen Hormone in der Behandlung der ovariellen 
Insuffizienz und der Sterilitat.) 

By E. Rypsperc. Bull. schweiz. Akad. med. 
Wiss., 3, 178-181, Dec., 1947. 


511. The Rubin Test. Utero-tubal Insufflation, Its 
Origin and Scope. 

By S. WimpHermMer. J. Mt Sinai Hosp., 14, 
712-720, Sept.-Oct., 1947. 5 figs., 9 refs. 


512. Contribution to the Study of Tubal Patency 
by Kymographic Insufflation. 

By L. Bonnet. J. Mt Sinai Hosp., 14, 141-151, 
Sept.-Oct., 1947. 6 figs., 10 refs. 
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513. Present Status of Hysterosalpingography. 
By A. J. Benpicx. J. Mt Sinai Hosp., 14, 
739-742, Sept.-Oct., 1947. 


514. Hysterosalpinography in the Treatment of 
Sterility in the Female. 

By C. L. Martin and J. J. Sazama. Texas St. J. 
Med., 43, 389-393, Oct., 1947. 5 figs., 26 refs. 


515. The Method of Zondek, Courrier, et al. in 
Sterility. (Amenorrhoe-methode van Zondek en 
Courrier en Medewerkers, toegepast bij steriliteit.) 

By L. W. A.M. Barr. Ned. Tijdschr. Geneesk., 
91, 3644-3647, Dec. 13, 1947. 2 refs. 


516. Influence of Arginine on Oligospermia. 

By H. S. Guterman. Proc. Soc. exp. Biol., 
N.Y., 65, 176-178, June, 1947. 2 refs. 

(1) Eighteen infertile men with oligospermia 
received 1.8 to 2.7 g. of arginine and minimal 
amounts of lysine, pyridoxine, and tryptophane 
in tablet form for 8 months. (2) The tendency for 
sperm concentration to increase was as great in the 
untreated group as in the treated groups. (3) 
Although no pregnancies occurred in the treated 
groups, 2 pregnancies were recorded among the 
wives of 2 of the control subjects. (4) It appears 
that amino-acid therapy for oligospermia should 
be reserved for those patients who exhibit or give 
the history of inadequate protein intake. 
| Author’s summary. | 


517. Successful Artificial Insemination after the 
Addition of Hyaluronidase to Semen. Chemical 
Problem of the Glucides in Cervical Secretion. 
(Fécondation artificielle réussie aprés adjonction 
d’hyaluronidase au liquide spermatique. Probléme 
chimique des glucides de la sécrétion cervicale.) 

By F. Moricarp. Gynéc. Obstét., 45, 781-783, 
1946. 5 refs. 

This is an account of 3 cases of sterility (2 
primary) in which artificial insemination aided by 
hyaluronidase was attempted. In 2 cases it failed. 
In the third, the patient, aged 30, had been mar- 
ried for 8 years, during 5 of which her husband had 
been a prisoner of war. Clinical examination, 
study of endometrial pattern, and insufflation gave 
normal results. A post-coital test showed oligo- 
spermia and asthenospermia. The spermatic fluid 
showed some non-motile forms, spermatocytes, 
and spermatids. The husband was treated with 
gonadotrophins, testosterone, and vitamin E. Im- 
provements were noted in the spermatic fluid from 
March to June, 1946, which were attributed to 
the improved dietary conditions. Artificial 
insemination was attempted several. times. In 
May, 1946, the sperm count was greatly increased, 
with about 40 per cent. motile forms. 

Hyaluronidase was added to the seminal fluid 
on June 23, and a sample of the fluid was brought 
in a Petri dish (about an hour’s delay). Examina- 
tion showed numerous sperms with 50 per cent 
motility. To 3 ml. of the seminal fluid was added 


10 mg. hyaluronidase, which seemed to accelerate 
the movement of the sperms; 1 ml. of the mixture 
was injected slowly and gently into the external 
os of the cervix. There was a slight reflux into 
the vagina. The patient remained in the lithotomy 
position for 20 minutes. In September, . 1946, the 
patient was found to be 3 months pregnant. 

A short review of the literature is given under 
two headings: (1) enzyme problems of fertility, 
and (2) factors in the ascent of spermatozoa in the 
cervical secretion. It is concluded that enzymes 
in the seminal fluid, and particularly hyaluroni- 
dase, play an important part in aiding the ascent 
of spermatozoa in the cervical fluid, which has a 
high glucide content. 

[The paper lacks figures for the sperm count. 
Further cases of ‘‘ hyaluronidase fertility ’’ are 
awaited, but they are among the most difficult to 
assess. The quantity of enzyme used is measured 
empirically. | Magnus Haines 


518. The Suggested Culpability of Co-operation by 
the Physician in Artificial Insemination. (Die 
angebliche Strafbarkeit der Mitwirkung bei kiinstlicher 
Befruchtung.) 


By -—-. WeIGerin. Zbl. Gynik., 69, 400-402, 


1947. 
519. The Effect of War on Male Fertility. 
By C. Cocuran. J. Mt Sinai Hosp., 14, 


167-169, Sept.-Oct., 1947. 


Abnormalities of the Reproductive Organs 


520. Diagnostic and Surgical Problems Encountered 
in some Malformations of the Female Reproductive 
System. 

By M. D. Scunatr. J. Mt Sinai Hosp., 14, 
812-820, Sept.-Oct., 1947. 4 figs. 35 refs. 


521. Congenital Absence of the Vagina with a 
Functioning Uterus. 

By D. O. Ferris and R. Samper. Proc. Mayo 
Clin., 22, 198-204, May 14, 1947. 3 figs., 10 refs. 

The first case of congenital absence of the vagina 
is reported in which a new vagina has been con- 
structed and successfully connected with a func- 
tioning uterus without resorting to abdominal 
exploration, the use of skin grafts or of skin from 
the labia. 

A 14-year-old girl complained of amenorrhoea, 
abdominal pain at the times when her twin sister 
menstruated, and a mass in the lower abdomen. 
Examination revealed absence of vagina and @ 
pelvic mass 14x18 cm., which felt like a uterus 
distended with fluid. At operation dissection was 
carried out between urethra and rectum and con- 
tinued upwards until the uterine mass presented. 
A thickened portion, presumed to be cervix, was 
incised and a quantity of old tarry blood evacuated 
from the uterine cavity. A glass tube was sutured 
into. the cervix for 1 week, after which it was 
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removed and a hollow lucite vaginal mould intro- 
duced, bearing a tubular projection 3.2 x7 cm. at 
its upper end, This projection was passed into the 
cervical canal and held in place by a small flange 
at its distal end. One month after operation the 
patient had her first menstrual period. At ‘this 
time the cervix and vaginal wall appeared entirely 
normal. Menstruation has continued regularly for 
almost a year since operation. She continued to 
wear the mould for ro months of this time [but it 
is not stated whether the instrument has now been 
discarded | . S.S. B. Gilder 


522. Independent Kinetic Function of the Two 
Horns of a Uterus Didelphys. (Sulla indipendenza 
funzionale cinetica dei due corni di utero didelfo.) ~ 


By G. Corucct. Ginecologia, Torino, 13, 
391-397, Aug., 1947. 2 figs., ro refs. 
523. Imperforate Hymen Resulting in Hydro- 


metrocolpos and Hematocolpos. 
By J. S. Leopotp. J. Mt Sinai Hosp., 14, 
467-469, Sept.-Oct., 1947. 4 refs. 


Infections of the Reproductive Organs 


524. Prophylaxis of Infection after Gynaecological 
Operations and during Radium Therapy. (Sul tratta- 
mento profilattico delle infezioni operatorie ginecolo- 
giche e delle infezioni in corso di radiumterapie. ) 

By G. VALLE. Ginecologia, Torino, 13, 353-366, 
Aug., 1947. 19 refs. 


525. Use of Penicillin in Gynaecology. 
By I. E. Graz. Akush. Ginec., No. 5, 54-55, 
1947. 


526. Study of a New Species of Anaerobic Neisseria 
Isolated from a Case of Vulvo-vaginitis: N. vulvo 
vaginitis. (Etude d’une nouvelle espéce de Neisseria 
anaérobie isolée d’une vulvovaginite: N. vulvo- 
vaginitis.) 

By V. Reynes. Ann. Inst. Pasteur, 73, 601-602, 
June, 1947. 

A new anaerobic form of Neisseria, which could 
not be identified as belonging to any of the hitherto 
described typés, was found in association with 
Streptococcus lanceolatus in the pus from a case 
of vulvovaginitis in a 5-year-old girl. A brief 
description is given of the morphology, physiology, 
and cultural and biochemical characteristics of the 
organism; the latter was found to be non- 
pathogenic for mice and guinea-pigs, and its cul- 
tures contained no haemolysins. On morphological 
grounds the organism should be classified in the 
same group with three known anaerobic species: 
N. reniformis, N. orbiculata, and N. discoides. 
Apart from other cultural and biological peculiari- 
ties, it differs from the above three species in its 
ability to digest milk and liquify gelatin. The 
new species was provisionally named Neisseria 
vulvo-vaginitis. 

H. P, Fox 
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527. Iodine Treatment of Monilial Infection of the 
Vagina. 

By C. WeEKEs. Med J]. Aust., 1, 636-638, May, 
24, 1947- 

The orthodox treatment of monilial vaginitis 
(with 2 per cent aqueous gentian violet, 4 per cent 
copper sulphate, or hexyl resorcinol) produces only 
temporary relief, with a high percentage of recur- 
rences. Liquor iodi mitis (B.P.) was tried as an 
alternative. Before this treatment, cultures were 
taken from cervix and vagina, any cervical erosion 
was treated, and an iodine-sensitivity test was 
performed by painting a small area of vulval skin. 
The vagina was cleansed with sodium bicarbonate 
or hydrogen peroxide solution, the anus was pro- 
tected with cotton-wool, and the vagina was then 
swabbed with the iodine. Painting was carried 
out twice weekly, three or four applications being 
usually necessary. The treatment was painful, but 
the patients’ previous distress was such that they 
did not default. 

Of 50 patents so treated, 38 were considered 
‘““cured’’, the criteria being freedom from pruritus 
and negative cultures for at least 1 month after the 
last application; most patients have been studied 
for longer than this (3 of the 38 subsequently 
relapsed, but responded for a longer period to 
further iodine treatment). Only 4 of the r2 failures 
had an uncomplicated monilial infection. The 
author gives detailed records of 6 cases which had 
resisted other methods of treatment over several 
months and ultimately responded to iodine. 

Aileen M. Dickins 


528. Treatment of Trichomonas vaginalis Vaginitis. 

By W. J. Retcu, H. L. Burron, and M. J. 
NecHtow. Surg. Gynec. Obstet., 84, 891-8096, 
May, 1947. 6 figs., 13 refs. 

The authors examined 2,080 patients for 
evidence of Trichomonas vaginalis infection and 
found it in 541. They were able to study 205 of 
these, and 153 were under observation long enough 
to permit of a complete ‘‘ follow-up ’’ report. 
Common symptoms of infection were pruritus, and 
frequency and urgency of micturition. Less com- 
mon were dyspareunia and vaginal spasm. Both 
Skene’s tubules and Bartholin’s glands were 
infected in 50 per cent of the heavily infected 
patients, and in 5 per cent of acute cases there was 
evidence of induration of the utero-sacral liga- 
ment. The diagnosis was confirmed by examina- 
tion of hanging-drop preparations made from the 
vaginal secretion, frequently with the study of an 
additional wet smear and Gramstaining. In recur- 
rent cases with bladder symptoms a hanging-drop 
preparation was made from a catheter specimen 
of residual urine. 

Treatment consisted of electrofulguration of 
Skene’s ducts, cauterization of erosions, and 
removal of polypi. The vagina was then dried and 
insufflated with 2 to 4 g. of a powder consisting of 
20 per cent pulverized ‘‘ argyrol’’, 40 per cent 
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kaolin, and 4o per cent B-lactose. The danger of 
air embolism is emphasized, and the use of a 
Graves type of speculum is advised to reduce this 
risk. Six capsules each containing 4 g. of the 
argyrol powder mixture were provided, with 
instructions to insert one each night after a 
douche of vinegar water (4 tablespoonfuls of white 
vinegar to 2 quarts (2.3 litres) of warm water). 
Precautions necessary after micturition and defae- 
cation and during intercourse were explained. 
Treatment was not interrupted during a period. 
A week later the patient was re-examined, and 
in the absence of recurrence the above routine 
was continued for 3 to 4 weeks. If there was a 
recurrence of infection the treatment was con- 
tinued for 5 to 7 weeks. No ill effects were 
observed from this treatment, and 98 per cent of 
the patients who were followed up were cured. 
These results were better than those obtained by 
the authors with any other form of treatment. 
J. Stallworthy 


529. Hyphomycetes and Saccharomycetes in the 
Vagina of the Newborn and of Females before the 
Age of Puberty. (Gli ifomiceti ed i saccaromiceti nella 
vagina della neonata e della donna impubere.) 

By D. Cazzora and G. Mosconi. Arch. Ostet. 
Ginec., 42, 65-80, Mar.-Apr. 1947. 1 fig., 38 refs. 


The authors review their previous work on the 
hyphomycetes and saccharomycetes found in the 
vagina at various periods during the child-bearing 
years in women, including the variations found in 
the puerperium and the different phases of the 
menstrual cycle. They conclude that the presence 
of these organisms in the vagina is not merely 
casual but that they play an important biophysical 
role. 

The present work embodies studies on the 
appearance of these organisms in the vagina of the 
newborn female infant and their distribution 
during the years preceding puberty. From a 
review of the literature of the subject certain facts 
emerge. The stratified epithelium of the vagina 
appears at about the fourth month of intrauterine 
life. Desquamation occurs, so that a plug of cells 
rich in glycogen is formed within the vaginal 
lumen. The pioneer observations of Déderlein on 
the acid reaction in the vagina are quoted, together 
with observations by other authors showing that 
the reaction of the vagina is normally acid within 
24 hours of birth but that later it becomes more 
nearly neutral. 

The authors present original work on the flora 
of the vagina in newborn female infants, and the 
variations that take place in the first 24 months 
of life are graphically shown. It is found that sac- 
charomycetes are present in the vagina in 


moderate amounts at birth. A slight fall in num- 
ber occurs in the first 24 hours, followed by a sharp 
rise. A peak level is reached at the end of the first 
week, when there is a fall to a level which is con- 
stantly maintained. Hyphomycetes are present 


in very small numbers at birth, but the numbers 
rise to a peak at about the fourteenth day, and then 
undergo a slight fall to a constant level. The two 
levels are maintained until puberty, with slight 
individual variations. By the end of the second 
year of life the quantity of vaginal flora can be 
differentiated into high, mid-level, and low. It is 
believed that these organisms must be regarded as 
playing an essential part in the physiology of the 
normal vagina. 
Josephine Barnes 


530. The Absorption of Penicillin by the Normal, 
Inflamed, and Gravid Uterus, and by Striped Muscle 
(Experimental Studies on the Guinea-pig). (Sul 
potere di assorbimento della penicillina da parte 
dell’utero in preda a processo flogistico, gravido ed 
in riposo e del tessuto muscolare striato, [Ricerche 
sperimentali sulle cavie.]) 

By F. Marcuest and U. Cavatcanrt. Clin, 
ostet. ginec., 49, 145-152, Sept.—Oct., 1947, 
17 refs. 


531. Local Injection of Penicillin in the Treatment 
of Inflammation of the Adnexa. (Les injections locales 
de pénicilline dans le traitement des annexites.) 

By M. Roux and P, Monop-Broca. Presse Méd., 
55, 845-847, Dec. 20, 1947. 5 refs. 


532. Abdominal Contusions and Rupture of a 
Pyosalpinx into the Peritoneal Cavity. (Contusione 
addominale e rottura di piosalpinge in peritoneo 
libero.) 

By F. Losetto, Rif. med., 61, 526-529, Nov. 
15, 1947. 13 refs. 


533. Inflammation after Salpinography. (Onsteking 
na salpingographie.) 

By B. S. TEN Berce. Ned. Tijdschr. Geneesk., 
91, 3594-3598, Dec. 13, 1947. 1 ref. 


534. Pelvic Cellulitis with Perirectal and Pericolic 
Constriction due to Lymphogranuloma Venereum. 
(Celulitis pelviana con estrechez pericdlica y peri- 
rectal por enfermedad de Nicolas y Favre.) 

By J. L. Boveri. Obstet. Ginec. lat-amer., 5, 
407-420, Sept., 1947. 4 figs., 19 refs. 


535. The Treatment of Tuberculous Salpingitis with 
Special Reference to X-ray Therapy. 

By E. Putter. Proc. R, Soc. Med., 40, 376 
378, May, 1947. 

Thirteen cases of proven pelvic tuberculosis were 
treated by small repeated doses of X-rays. A total 
dosage of 600 r was given fractionally in a course 
of 12 to 18 treatments. In addition the author 
observed 5 patients treated by operation, 1 treated 
by streptomycin, and another who died _ before 
X-ray treatment could be started, In none of the 
series treated by X-rays up to date has relapse or 
death occurred. The underlying principle of the 
treatment is to set up a reaction to the X-ray 
trauma and thus help to clear up the tuberculous 
infection as well. 
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[For those who believe in conservative models 
of treatment in pelvic tuberculosis this paper is of 
interest. | 

Kenneth Bowes 


530. Endometritis Tuberculosa. [In English. ] 

By B. Eriksen. Acta obstet. gynec. scand., 
27, 249-274, 1947. 3 figs., 60 refs. 

A review is made of tuberculous endometritis 
with special reference to 38 patients treated for 
this condition, without involvement of the adnexa, 
in Danish hospitals between 1931 and 1940. 
Tuberculosis confined to the uterus represents, 
according to postmortem results, about 10 per cent 
of the total number of cases of genital tuberculosis. 
Except in rare cases of pyometra formation, 
uterine tuberculosis does not cause enlargement 
of the organ; indeed, in many cases the uterus is 
described as being small in size. The uterine 
secretion is generally not characteristic, only small 
quantities of tubercle bacilli being present in the 
secretion, and direct microscopical examination 
is therefore unimportant, unless the endometrium 
displays ulceration or has undergone caseous 
changes. Clinical diagnosis of the condition is very 
difficult. Cautious trial curettage, with examina- 
tion of the curetted material, both histologically 
and by guinea-pig inoculation, is necessary when 
uterine tuberculosis is suspected. On account of 
the comparatively good prognosis of tuberculous 
endometritis, most authors regard large-scale 
surgical intervention as unnecessary in the milder 
cases, Hysterectomy may be required in the more 
diffuse forms of the condition. The value of radium 
treatment is discussed as well as that of X-ray 
treatment. In the 38 cases of isolated tuberculous 
endometritis the age incidence within the different 
groups was more uniform than is generally found 
with tuberculosis of the adnexa. Metrorrhagia 
was present in 44 per cent of the cases, vaginal 
discharge in 27 per cent, and sterility in 13.5 per 
cent. After hospital treatment 31.6 per cent of 
patients were left with, or developed, local symp- 
toms. Tuberculous salpingitis occurred in 15.8 
per cent, and a relapse of endometritis in 13.2 per 
cent of the cases. Two of the 38 patients have 
since given birth to children. 

Falkland L. Cary 


537. Diagnosis and Therapy of Female Genital 
Tuberculosis. (Zur Diagnostik und Therapie der 
weiblichen Genitaltuberkulose. ) 

By E. Giatruaar. Schweiz. med. Wschr., 77, 
1219-1223, Nov. 22, 1947. 15 refs. 


538. An Evaluation of the Criteria of Diagnosis and 
Cure of Gonorrhea in the Female. 

By A. G. Kine, Amer. J. Obstet. Gynec., 53, 
829-833, May, 1947. 5 refs. 

In this paper the difficulties in diagnosing 
8onorrhoea and in ensuring that the patient is 
It was found that with a 


Cured are discussed. 
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single smear 59 per cent of the cases were missed, 
whereas with a single culture only 38 per cent 
were missed. With the combination of a single 
smear and culture 28 per cent were missed. With 
2 smears at least 24 hours apart 24 per cent were 
missed, and with 2 cultures 10 per cent. With 2 
smears and 2 cultures only 6 per cent were missed, 
while with 3 smears, 3 cultures, and the two com- 
bined the figures were 6, 3, and 0.2 per cent 
respectively. The author concludes that only with 
3 smears and 3 cultures could the diagnosis of 
gonorrhoea be ruled out with any reasonable 
assurance. 

The question of cure is even more difficult, for 
with 3 smears and 3 cultures in the 10 days after 
treatment 8 per cent of the failures were unde- 
tected. To determine a cure a succession of smears 
and cultures should be taken over a period of 2 
months. Better results are obtained if the tests 
are made before, during, or after a menstrual 
period. The author considers that stricter and 
more uniform criteria for diagnosis and determi- 
nation of cure should be established by professional 
agreement. The minimum examination proposed 
by him to rule out gonorrhoea consists of 3 smears 
and 3 cultures, and to determine a cure a 
succession of smears and cultures over a period of 
2 months after treatment. 

F. J]. Browne 


539. Migration of Oxyuris Vermicularis to Lymph 
Node of Round Ligament. 

By D. D. Deeps. Amer. J. Obstet. Gynec., 54, 
890-892, Nov., 1947. 2 figs., 3 refs. 


540. A New Diagnostic Aid in Trichomoniasis 
Vaginalis. (Ein neuer Hinweis zur Diagnosestellung 
der Trichomonas vaginalis.) 

By H. K. Zinser. Zbl. Gynik., 69, 148-151, 
1947. 3 figs., 8 refs. 


541. Vulvar Myiasis. (Miasis vulvar.) 

By C. A. Brea and E. C. CanaLe. Rev. Asoc. 
méd. argent., 61, 734-735, Oct. 15-30, 1947. 3 
figs., 17 refs. 


New Growths of the Reproductive Organs 


542. Radiotherapy for Gynecologic Cancer. 

By M. Garcia and J. V. ScHLosseR. New 
Orleans med, Surg. J., 100, 141-148, Oct., 1947. 
22 refs. 


543. Diagnostic Importance of -the Cytological 
Features of the Vaginal Smear. 

By A. P. PREOBRAZHENSKY, E. N. PETROVA, and 
M. D. MorsEenKo. Akush. Ginek., No. 5, 22-28 
1947. 4 figs. 


544. The Vaginal Smear as an Aid in the Diagnosis 
and Treatment of Gynecological Conditions. 

By G. T. Newman. Med, Woman’s J., 54, 20- 
26, Oct., 1947. 6 refs. 
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545. Melanoma of the Vulva with Report of Two 
Cases. 

By K. M. Witson. J. Mt Sinai Hosp., 14, 
688-694, Sept.—Oct., 1947. 6 figs., 2 refs. 


546. Melanosarcoma of the Vulva. (Melanosarkom 
der Vulva.) 

By F. TeuFeLMayr. Zbl. Gynik., 69, 354-360, 
1947. 2 figs., 17 refs. 


547. Two Cases of Vulvar Fibrolipoma. (Considera- 
zioni su due fibrolipomi vulvari.) 

By R. Arnone. Monit. Ostet-Ginec., 18, 5-18, 
Jan.-June, 1947. 4 figs. Bibliography. 


548. Dosage Calculations for Various Plans of 
Intravaginal X-ray Therapy. 

By J. F. Nocan and W. Sransro. Ladiology, 
49, 462-475, Oct., 1947. 8 figs., 15 refs. 


549. Fibroma of the Vagina. 
estudio del fibroma della vagina. ) 

By M. Breyer. Rev. Med, Cienc. af., 9, 476- 
479, Aug., 1947. 4 figs., 13 refs. 


(Contribucién al 


550. Fibromyomata of the Vagina. 
By A. A. NrtkoisKaya. Akush. Ginek., No. 5, 
50-57» 1947. 


551. Early Diagnosis of Uterine Cancer by Vaginal 
Smear. 

By M. FremMont-SmitH. Surg. Clin, N. Anier., 
27, 1215-1217, Oct., 1947. 5 refs. 


552. Limitations of Histopathological Differential 
Diagnosis of Adenocarcinoma of the Cervix and 
Adenocarcinoma of the Body of the Uterus. (Limiti 
della diagnosi istopatologica differenziale fra adeno- 
carcinoma della cervice e adenocarcinoma del corpo 
dell’ utero.) 

By E. Lenzi. Riv. ital, Ginec., 29, 494-523, 
1946. 8 figs., 12 refs. 


553. Early Diagnosis of Carcinoma of the Uterus— 
the Physician’s Responsibility. 

By H. O. Jones. Texas St. J. Med., 43, 449- 
452, Nov., 1947. 6 refs. 


554. Improvement of Results in the Treatment of 
Uterine Cancer. 

By J. Heyman. J. Amer. med. Ass., 135, 412- 
416, Oct. 18, 1947. 8 figs., 6 refs. 


555. Rectal Complications of Uterine Radium 
Therapy. (Les complications rectales de la Curié- 
thérapie utérine; considérations cliniques et théra- 
peutiques. ) 

By M. A. VacHon and M. DarGeEnt. Arch. Mal. 
Appar. dig., 36, 464-474, Sept.-Oct., 1947 


556. Carcinoma of the Corpus Uteri. 
By P. H. OosTerHaGENn. S. Afr. med. J., 21, 
864-866, Nov. 22, 1947. 16 refs. 


557. Carcinoma of Uterine Fundus. Treatment by 
Hysterectomy with Preoperative Radiation with 
Radium and Supervoltage Roentgen Therapy, and 
Postoperative Radiation with Supervoltage Roentgen 
Therapy. 

By G. Kamperman. J. Mt Sinai Hosp., 14, 
401-417, Sept.-Oct., 1947. 6 figs., 7 refs. 


558. Management of Large Uterine Myoma, 

By W. D. BeacuaM and D. W. BeEacuam. Missis- 
sippi Doctor, 25, 197-202, Nov., 1947, 3 figs., 28 
refs, 


559. Cystic Degeneration of Uterine Fibromyomata, 
Report of a Case. 

By H. K. Toppozapa, J. R. Egypt. med. Ass., 
30, 476-486, Oct., 1947. 2 figs., 25 refs. 


560. Three Cases of a Rare Uterine Malformation 
with Fibromyoma, (Su tre casi di rara malformazione 
uterina associata a fibromiosi.) 

By M. FRAnNcEscHINI. Monit. Oslet.-Ginec., 18, 
19-28, Jan.—June, 1947, 20 refs. 


561. Leiomyofibroma of the Uterus and Endometrial 
Carcinoma. 

By R.S. SIpDALL. Amer. J. Obstet. Gynec. 53, 
846-850, May, 1947. 12 refs. 

It is well known that uterine fibroids and endo- 
metrial carcinoma often coexist, and there has 
been considerable speculation as to whether there 
is some aetiological relation between them. Is it 
possible, for example, that since tumours in some 
respects resembling fibromyomata have been 
produced by injecting oestrogens, the latter also 
play a part in the aetiology of cancer of the endo- 
metrium in women? Before such a question can 
be usefully discussed it is necessary to prove that 
there is in fact an unusually high incidence of 
endometrial cancer in fibroid as compared with 
non-fibroid uteri. Siddall investigated 2,246 
abdominal hysterectomies performed in the Harper 
Hospital, Detroit; 1,672 uteri were myomatous. 
Among these the incidence of endometrial car- 
cinoma was 0.99 per cent. There were 574 cases 
entirely free of fibroids, and among these the 
incidence of endometrial cancer was 5.1 per cent. 
Again, a group of 50 uteri from patients with 
endometrial carcinoma was contrasted as to the 
incidence of fibroids with another series of the 
same size, comparable as to age and other factors 
except that cancer was absent. In the former the 
incidence of fibroids was 36 per cent, in the latter 
46 per cent. The author concludes that there is 
no evidence from his data that fibromyomata of 
the uterus and endometrial carcinoma have an 
affinity for each other, but rather the reverse. 

F, J. Browne 


562. The Expelled Uterine Fibroid. (Fibromyoma 
uteri i Fgdsel (fibromyoma uteri in expulsione) ) 

By E. T. Mapsen. Nord, Med., 34, 1087-1092, 
May 9, 1947. 29 refs. 
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REVIEW OF CURRENT LITERATURE 


A report is made of 60 cases of expelled uterine 
fibroids, of which 44 were submucous and 16 intra- 
mural. The latter are almost invariably necrotic 
or gangrenous, whereas the former may display 
hyaline or amyloid change or fibrosis. Expelled 
fibroids may. vary in size from a pigeon’s egg to 
a foetal head. Their detachment from the uterine 
wall is the result of periodic contractions of the 
uterus, which are also finally responsible for their 
expulsion. Vaginal haemorrhage occurs in nearly 
all cases, either as menorrhagia or as metrorrhagia; 
there is usually a moderate yellow or white dis- 
charge; anaemia may be extreme; pain is present 
over the symphysis pubis and lumbar vertebrae 
and is accentuated during menstruation. In these 
respects the condition resembles that with other 
fbromyomata of the uterus; the differential diag- 
nosis is based on the presence of blood in the 
vagina, the dilatation of the cervix, the presence of 
a tumour in or protruding from the cervix and 
attached—in the case of submucous tumours— 
toa stalk. In the gangrenous variety there are 
fever, rigors, and a deterioration of the general 
condition. There may be hypogastric pain, dysuria, 
and possibly retention of urine. The abdomen is 
tender and distended with gas and a tumour may 
be palpable. The patient may be in a state of 
shock. The vagina contains blood and a foul- 
smelling discharge. The erythrocyte sedimenta- 
tion rate is raised, the haemoglobin lowered, and 
there is a leucocytosis. The most serious compli- 
cation is anaemia, but the condition may be 
followed by cystitis, pyelitis, or even inversion of 
the uterus. A gangrenous fibroid may give rise 
to peritonitis. Spontaneous recovery is possible 
but should not be awaited because of the risk of 
severe anaemia; in treatment various operative 
techniques are mentioned as well as X-ray therapy. 
Of 60 cases, only one was fatal. 

B. Nordin 


563. Genesis and Migration of Uterine Fibroids. 
(Sulla genesi e sulla migrazione dei fibromiomi dell’- 
utero.) 

By A. pe Pato. Riv. ital. Ginec., 30, 198-207, 
1947. 36 refs. 


564. Hemangioendothelioma of Uterus. 

By W. V. Knott. Urol. cutan. Rev., 51, 28-33, 
Jan., 1947. 5 figs., 42 refs. 

The history of this subject is reviewed from the 
original description by Rokitansky in 1846, until 
1930, when Horgan reported 1 case, collected 20 
previously reported, and classified them. Only 4 
cases could be classed as cavernous haemangiomata 
in the uterine wall (Group I). The author describes 
I case and reviews 10 cases reported since 1930 
which fulfil the requirements of Horgan’s Group I. 
The significance and evolution of the term ‘‘ endo- 
thelioma ’’ are discussed. Reference is made to a 
teview by Stout (Ann. Surg., 1943, 118, 445) of 
18 cases of ‘‘ tumours of blood vessels featuring 
vascular endothelial cells’’. Two criteria for 
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diagnosis are: ‘‘(1) the formation of atypical 
endothelial cells in greater number than required 
to line vessels: (2) the formation of vascular tubes 
with a delicate framework of reticulin fibres and 
marked tendency for their lumens to anastomose.”’ 
Stout is further quoted as saying that “‘ this rare 
neoplasm is in most instances malignant, but 
benign examples are known’’. Most of these 
benign forms appear early in life or are congenital. 
A full clinical and pathological study of the 
author’s case is given. The controversy in regard 
to metastasis in these tumours is discussed, the 
case reported having multiple peritoneal meta- 
stases. The rarity of this lesion is shown by the 
fact that the total number in the literature, 
including this case report, is fifteen. 
C. W. Kimbell 


565. Unusually High Hormonal Values Found in a 
Chorionepithelioma Appearing after Confinement. 
(Neobvykle vysoké hormondlni hodnoty u chorin- 
epitheliomu vzniklého po porodu.) 

By J. Bircus and W. Cerny. Ceskoslov. 
Gynaek., 12/26, 173-192, 1947. 2 figs., 39 refs. 

A patient, aged 31, 2-para and 3-gravida, com- 
plained of painless vaginal haemorrhage of three 
months’ duration after delivery of a normal child. 
She also had dyspnoea and haemoptysis. The 
course of her last pregnancy was normal except 
for a threatened abortion at twelve weeks. The 
haemorrhage was stopped by impiantation of a 
pellet of 100 mg. ‘‘ proluton ’’ (progesterone), On 
examination, the vaginal lumen was found to be 
occluded by a breaking-down mass; per rectum the 
uterus was felt to be soft and enlarged, with both 
ovaries cystic. Chest radiography revealed meta- 
stases in both lungs. Necropsy revealed chorion- 
epithelioma of the uterus, lutein cysts in both 
ovaries, and metastases in both lungs and left 
kidney. 

The diagnosis of chorionepithelioma was based 
on histological examination of a biopsy specimen 
and the quantitative Aschheim-Zondek test. The 
urine, cerebrospinal fluid, colostrum, and contents 
of the lutein cysts were examined for gonadotrophic 
hormones. An injection of 0.oor ml, of urine into 
immature female rats produced oestrus; the vaginal 
smear showed marked keratinization of epithelium, 
the ovaries haemorrhagic follicles and corpora 
lutea. Even an injection of 0.0002 or 0.0001 ml. 
of urine gave a positive vaginal reaction, but the 
ovarian reaction was confined to enlargement of 
the follicles. The urine contained, therefore, at 
least 10 million rat units prolan A and 1 million 
prolan B per litre. The cerebrospinal fluid was 
tested in mice: the respective values were over I 
million mouse units prolan A and 100,000 units 
prolan B per litre. (According to Zondek one mouse 
unit of gonadotrophic hormone equals five rat 
units.) In the colostrum approximately 1 million 
mouse units prolan B per litre were found. The 
contents of the lutein cysts were injected into 
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immature female rabbits, 2 ml. of the fluid being 
given daily for four days. The endometrium was 
found to be in the luteal phase. 

These values of gonadotrophic hormones are 
unusually high: the highest ever reported are 
those from a case of hydatidiform mole, namely 
3.5 million units prolan A and 1.5 million units 
prolan B per litre. 

L. Ganz 


566. Uterus Didelphys with Endometrial Polyp in 
Left Uterus. 

By M. E. Mintz. J. Mt Sinai Hosp., 14, 807- 
808, Sept.-Oct., 1947. 2 figs. 


567. Chorionepithelioma: Hormonal Studies and 
Pathological Findings. 

By E. Kiempner. J. Mt Sinai Hosp., 14, 793- 
797, Sept.-Oct., 1947. 3 figs., 7 refs. 


508. Malignant Chorionepithelioma of the Uterus 
with Pulmonary Metastases after Delivery at Term 
with Negative Aschheim-Zondek Reaction. (Malignes 
Chorionepitheliom des Uterus mit Lungenmetastasen 
nach rechtzeitiger Geburt und negative Aschheim- 
Zondeksche Reaktion.) 

By P. Scuuet. Zbl. Gynik., 69, 361-367, 1947. 
25 refs, 


569. Epithelioma of the Uterine Cervix. 
By J. C. Masson and D. B. Jupp. J. Mt Sinai 
Hosp., 14, 483-490, Sept.-Oct., 1947. 1 fig., 5 refs. 


570. Cancer of the Cervix. Bellevue Hospital 
Method of Treatment over a Period of Twenty-one 
Years. 

By I. J. Kaptan and R. Rosu. Amer J. 
Roentgen., 57, 659-664, June, 1947. 9 refs. 

Intravaginal Radiation Therapy. 

By J.S. Boustoc. Amer. ]. Roentgen., 57, 665- 
670, June, 1947. 10 figs., 13 refs. 

The Use of Long Interstitial Radium Needles in the 
Treatment of Cancer of the Cervix. 

By G. W. Waterman, R, DiLeone, and E. 
Tracy. Amer, J. Roentgen., 57, 671-678, June, 
1947. 4 figs., 8 refs. 

The Radical Operation for Cancer of the Cervix. 

By J. V. Metcs. Amer. J. Roentgen., 57, 679- 
684, June, 1947. 5 refs. 

The Surgical Treatment of Cervical Cancer. Wert- 
heim Operation; Pelvic Lymphadenectomy. 

By D.G. Morton. Amer, J]. Roentgen., 57, 685- 
696, June, 1947. 1 fig. 

in a paper presented at the 28th Annual Meeting 
of the American Radium Society in June, 1946, 
Kaplan and Rosh, of the Bellevue Hospital, New 
York, give a review of their results with radium 
and X-ray therapy over a period of 21 years. They 
consider that X-ray therapy should precede the 
local application of radium, ‘‘ as it is extremely 
effective in controlling pelvic involvement, allevi- 


ates infection, and often appreciably reduces the 
local lesion’’, The authors use 200 kV. X-rays 
through a 0.5 or I mm. copper or “‘ thoraeus” 
filter. Usually irradiation is given to four pelvic 
fields—two anterior and two posterior. In marked 
pelvic involvement or obesity lateral and perineal 
fields are added, the dose being 1,800 to 2,000 r 
(measured in air) to each field, In advanced cases, 
and where residual malignancy is present after 
radium therapy, an additional course of X-ray 
therapy is given. The local radium therapy is given 
with a special rubber colpostat devised by Kaplan, 
and both uterine canal and cervix are treated in all 
cases except where previous hysterectomy has 
been performed. The usual dosage is 7,000 to 
8,000 mg.-hours—4,500 mg.-hours to the cervix 
and the balance to the uterus. 


Cancer of the cervix is not nearly so common in 
Jewish women as in Gentiles, while the incidence 
in negresses is also low. This latter finding may 
be due to the fact that pelvic infection’ is not 
infrequent among young negresses, and radical 
hysterectomy is a not uncommon procedure in 
such cases. The authors conclude that, in their 
experience of over 21 years, irradiation is the best 
method of treatment of cervical cancer. In any 
but Stage 1 cases it is the method of choice, and 
even in Stage 4 cases irradiation often controls the 
condition and prolongs life in comfort. 


Meigs of Boston, Massachusetts, deals with the 
place held by the radical operation in the treat- 
ment of cancer of the cervix, and gives the 
following reasons for preferring the operation to 
irradiation: ‘‘ (1) If the cervix has been removed 
there is no chance for a recurrence in it. (2) If the 
cervix has been removed no cervical cancer can 
regrow in it as a recurrence, (3) Certain cancers 
of the cervix are radiation resistant. (4) There 
will be less damage to the bowel if surgery is 
undertaken. (5) From the work of both Bonney 
and Taussig, it is obvious that patients with lymph 
node metastases can be cured by surgery in some 
instances, and I believe that it is not possible to 
cure, with irradiation, cancer in lymph nodes deep 
in the pelvis.’’ A very radical operation is advised 
by Meigs, but his cases are carefully selected. In 
the 91 cases with which the paper is concerned the 
operative mortality was nil. There were 8 cases of 
utero-vaginal fistula, but the last of these occurred 
Over 2 years ago and the author believes he now 
has overcome the danger of damage to the ureter. 
Metastases in lymph nodes were found in 18 (19.7 
per cent) of the cases, and from this it is deduced 
that, if it is agreed that irradiation will not cure 
cancer in lymph nodes, irradiation would start 
with a 19.7 per cent deficit in this group of patients. 
Also, since it is unlikely that irradiation would 
destroy the tumour in all the nodes, particularly 
in the obturator region, surgery is more likely to 
cure than irradiation. Pre-operative radium and 
X-ray therapy was used in some of the cases; 
most patients had up to one-half the usual dose. 
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REVIEW OF CURRENT LITERATURE 


Tables are given comparing the results of surgery 
alone and surgery preceded by irradiation. Meigs 
concludes that ‘‘ surgery in properly selected 
patients should and will give at least equally good 
results as irradiation, and in addition the cervix, 
the source of the disease, has been removed.”’ 


Wertheim’s operation and pelvic lymphadenec- 
tomy are discussed by Morton, of San Francisco. 
As regards the former, Morton prefers a much less 
radical operation than that advocated by Bonney, 
particularly in dealing with the vaginal cuff to be 
removed. The author is not convinced that removal 
by surgery of affected lymph nodes produces 
an improvement in results, but admits that his 
cases are as yet too few to permit of conclusions 
being drawn one way or the other. He believes, 
however, that something has been learned from 
the microscopical examination of nodes removed 
either in the Wertheim operation or in simple 
lymphadenectomy, particularly as regards the 
effect of irradiation on them. Of 86 cases in which 
nodes were removed and examined, 51 had had no 
pre-operative X-ray therapy. In these regional 
node metastases were found in 18 (35.5 per cent) 
In 35 cases in which full X-ray irradiation had been 
given pre-operatively, lymph-node involvement 
was found in only 4 (11.4 per cent). These figures 
are highly suggestive, and the author argues that, 
if the contention could be proved, pelvic lympha- 
denectomy would be unnecessary. [Compare the 
above with the figures given by Meigs. Of 58 
cases with no pre-operative irradiation therapy, 9 
(15.5 per cent) had metastases in lymph nodes; and 
of 33 cases with pre-operative irradiation, 9 (27.3 
per cent) had metastases in lymph nodes.| Morton 
believes that, while surgery has a place in the 
treatment of cervical cancer, irradiation is the 
treatment of choice in the majority of cases, and 
he is of the opinion that irradiation is capable of 
destroying, and often does destroy, cancer in 
lymph nodes. 

Two of the remaining papers comprising the 
symposium are concerned with the local appli- 
cation of radium and X-rays respectively. A 
technique (employed for 20 years) with long 
interstitial radium needles is described. The 
authors do not lay down any set plan for the 
insertion of the needles but deal with each growth 
individually, the number and situation of the 
needles varying from case to case. Details of 
dosage are given (6,000 to 9,000 mg.-hours on an 
average) and figures are quoted for the periods 
1926-40 and 1936-40 which show a _ distinct 
improvement in results during the latter period. 


{In the paper dealing with the intravaginal appli- 
cation of X-ray therapy the author states that 
external irradiation is first given in order to 
stabilize the cancer cells and prevent any lymphatic 
extension. Details of technique with diagrams are 
included, 


E. L. Nicolson 
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571. The Causes of Death in Cancer of the Cervix 
Uteri. 

By R. R. DEALVAREz, Amer. J]. Obstet. Gynec., 
54, 91-96, July, 1947. 

The causes of death are recorded in 55 cases of 
carcinoma of the cervix at the University of 
Michigan Hospital during the last 10 years. In 
all cases a complete necropsy was performed. The 
primary cervical growth is rarely the cause of 
death. In only 1 case did haemorrhage determine 
the fatal issue. The commonest cause of death 
(40 per cent) was a secondary effect on the 
excretory system—either uraemia due to ureteric 
obstruction by local or regional spread of cancer, 
or pyelonephritis resulting from obstruction due 
to the same cause. Gastro-intestinal obstruction 
or perforation of the bowel by carcinoma caused 
death in 13 per cent of cases. In 31 per cent death 
was attributed to pulmonary causes, almost equally 
divided between pulmonary oedema and pneu- 
monia asociated with pulmonary metastases. A 
table is given of the incidence of metastases. It 
is of interest that 10 out of the 55 cases showed no 
metastases whatever. In the remainder the three 
commonest sites were, in almost equal proportions 
(25, 24, 23), bladder, ureter, and retroperitoneal 
lymph nodes. Rectum, lungs, and pelvic perito- 
neum form another large group (16, 11, 10), 

In the management of the advanced case the 
author advises consideration of nephrostomy for 
the patient threatened with uraemia, even in the 
apparently moribund, who can be restored to 
‘normal activity in reasonably comfortable cir- 
cumstances ’’. Cutaneous ureterostomy is under 
trial. Colostomy or lateral anastomoses to relieve 
bowel obstruction may also be considered. 

[The author does not record the total number 
of patients presenting themselves for treatment 
during the survey, and, except in certain indi- 
viduals, provides no note on the type of treatment 
of the primary growth which was adopted. | 

W. I. C. Morris 


572. Preliminary Report on Transvaginal X-ray 
Treatment of Carcinoma of the Cervix. 

By H. B. Erxins. J. Iowa St. med. Soc., 37, 
196-198, May, 1947. 4 refs. 

The author asserts that previous reports on 
transvaginal radiotherapy have seldom included 
comparisons with control groups. This preliminary 
report, covering the period 1939-43, analyses 92 
cases of cervical carcinoma treated by transvaginal 
X-radiation (in combination with external irradia- 
tion) and compares this series with 230 control 
cases treated by other methods (some combination 
of radium and X-rays). the original intention had 
been to adopt the method of alternate controls, 
but there would also appear to have been some 
clinical selection, at least in the earlier stages of 
the investigation. 

Elkins and his colleagues now use a 200-kV. 
plant, with 0.5 mm. copper filtration, H.V.L. of 
0.9 mm. copper, at 26.5 or 27 cm. T.S.D., using 
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Ferguson specula of either 3 or 3.8 cm. internal 
diameter, [Doses are not stated.] The different 
types of head used are not described, but none so 
far employed is considered by the author to be 
satisfactory and further designs are being studied. 
An entirely satisfactory speculum has likewise not 
yet been devised, and difficulties arise when a 
narrow vagina entails the use of a _ smaller 
speculum and consequently a smaller intravaginal 
applicator. Another serious difficulty not yet 
overcome is that, with the applicator in position, 
direct vision is impossible; the patient’s movement 
during treatment is cited as a possible cause of 
the complications which followed in the series 
reviewed. Cases were grouped clinically according 
to Schmitz’s classification, and comparative 
analysis is as follows: 








Transvaginal Other methods 
Group: I II il IV I II III IV 
No. ofcases 0 6 50 36 14 39 137 40 
Three-year 
survival 3-46 97 Is 23 Go 3 
Percentage 
survival 50 36 19.4 92.8 59 


47-3 7:9 





The only statistically comparable-groups are III 
and IV, and transvaginal X-ray therapy appears 
to be better than other methods for Stage IV but 
not for Stage III. This is attributed to the more 
limited parametrial dosage obtained from radium. 
Complications in pelvic viscera and external geni- 
tals are admitted to be high but are of a minor 
nature, and their incidence has been reduced by 
improved technique. E. C. Easson 


573. Clinical Experience with the Intracavitary Tube 
in the Irradiation of Cervical Carcinoma. (Klinische 
Erfahrungen mit dem Ko6rperhdhlenrohr bei der 
Bestrahlung des Kollumkarzinoms. ) 

By R. K. Kepp. Zbl, Gynik., 69, 333-337, 1947. 
4 figs., 5 refs. 


574. Cancer of the Cervix. Observation on the 
Effect of X-ray Therapy on Regional Nodes. 

By L. Parsons. Surg, Clin. N. Amer., 27, 1231- 
1239, Oct., 1947. 3 figs. 


575. Radiation Therapy of Carcinoma Cervix Uteri. 
By P. Rama Rau. Indian J. Radiol., 1, 92-105, 
Aug., 1947. 6 figs. 


576. Radiation Treatment of Cancer of the Cervix. 
By G. Turner. Tex. St. J. Med., 43, 452-457, 
Nov., 1947. 6 figs., 4 refs. 


577. Radiation Therapy for Cancer of the Cervix 
with an Analysis of the Fundamental Dosimetry. 

By W. Harris and S. M. SILverstone. J. Mt 
Sinai Hosp., 14, 369-382, Sept.-Oct., 1947. 3 figs., 
41 refs. 


578. Carcinoma of the Cervix: Morphology, Prog- 
nosis, and Treatment. (Die Morphologie des Kol- 


lumkarzinoms und ihre Bedeutung fiir die Prognose 
und Therapie.) 

By C. LauTeRwEIN. Z. Geburtsh, Gynik., 128, 
17-106, Mar., 1947. 15 figs., Bibliography. 

[This detailed account is too long for abstracting 
and the original article must be read. The author 
describes in full detail 1,071 cases of carcinoma 
of the cervix treated in Berlin from January, 1933, 
to 1937. The cases are examined for prognosis, 
having regard to age, parity, stage of carcinoma, 
treatment (radiotherapy, Wertheim operation, or 
vaginal hysterectomy), and histology. Compari- 
son with other large series of cases is made and a 
full bibliography of the literature given. | 

E.D.Y. Grasby 


579. Pathologic Aspects of Carcinoma of the Cervix 
Uteri. 

By W. J. SIEBERT. 
1947. 


580. Early Carcinoma of the Cervix; Its Pathological 
and Clinical Aspects. 

By M. A. GOLDBERGER and N. Mintz. J. Mt 
Sinai Hosp., 14, 784-792, Sept.—Oct., 1947. 11 refs. 


Radiology, 49, 403, Oct., 


581. An Evaluation of Complications Encountered 
in Cervical Carcinoma. 

By E. M. Baker. Sth, Med. Surg., 109, 365- 
370, Nov., 1947. 13 refs. 


582. Clinical Diagnosis of Carcinoma of the Cervix. 
By A. N. Arneson. Radiology., 49, 400-402, 
Oct., 1947. 


583. Biopsy and Colposcopy in the Early Diagnosis 
of Carcinoma of the Portio Cervicis. (Probeexzision 
und Kolposkopie in der Friihdiagnose des Portiokarzi- 
noms.) 

By G. Mestwerpt. Zbl. Gynik., 69, 326-332, 
1947. I ref. 


584. Myoma of the Cervix. 
uterino.) 

By J. F. ALBERTELLI and N, O. pi Fonzo. Prensa 
méd. argent., 34, 2249-2252, Nov. 21, 1947. 2 figs., 
11 refs, 


(Mioma del cuello 


585. Surgery of Carcinoma of the Cervix. (La 
cirugia en el cancer del cuello uterino.) 

By C. ZUCKERMANN. Rev. méd. Hosp. gen., 9, 
934-936, Sept., 1947. 20 refs. 


586. Carcinoma of the Cervix: Surgical Aspects. 
By J. I. Brewer. Radiology, 49, 404-405, Oct., 
1947. 


587. X-ray Treatment of Endometriosis. 
genoterapia de la endometrosis. ) 

By F. M. Diaz, P. FraNguet, and A. PIERNES. 
Rev. méd.-quirtirg. Pat. fem., 14, 522-530, Dec., 
1946. 1 fig., 14 refs, 

After discussing the various theories of endome- 
triosis, the authors suggest that heterotopic endo- 
metrial tissue may arise in different ways. They 
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refer to the possibility of diagnosing some cases of 
uterine endometriosis by means of hystero- 
salpingography, since a communication may be 
seen between the uterine cavity and the depths of 
the myometrium. The ideal treatment is by local 
excision of the tumour. In some cases, however, 
this is technically impossible, and in other cases 
after successful operation the condition recurs. In 
such cases they consider X-ray treatment is of 
value. Radiation acts directly on the tumour, 
which is radiosensitive, and also indirectly by 
interfering with the hormonal action of the ovary. 
In patients over 40 a menopause should be induced 
with X-rays. In younger patients with small re- 
currences a temporary castration to control the 


hormonal action of the ovary should be carried © 


out. If, however, the tumour is large it should 
be destroyed by both the direct and the ovarian 
effect of radiation. These views are in accordance 
with those of others, and this method of treatment 
has been successful in all the authors’ cases, some 
of which have been observed over several years, 
They do not believe in routine postoperative 
radiotherapy, as surgery frequently results in per- 
manent cure. Details of 3 cases treated success- 
fully are given. Bryan Williams 


588. Dysgerminoma of the Ovary in a 7-year-old 
Child. 

By C. B. Marek and M. D. Puiturps. Amer. J. 
Obstet. Gynec., 54, 893-894, Nov., 1947. 


589. Neoplasm of a Supernumerary Ovary. Report 
of Two Cases. 

By B. R. Kriss. J. Mt Sinai Hosp., 14, 
798-801, Sept.-Oct., 1947. 1 fig., 13 refs. 


590. Primary Ovarian Malignancy. 

By J. V. CAMPBELL and D. Sincman. West. J. 
Surg., 55, 263-272, May, 1947. 2 figs. 

This article gives the result of a study of 69 cases 
in the gynaecological cancer clinic of Highland 
Alameda County Hospital, California. The clinic 
was Opened in 1930, and all cases of primary 
ovarian malignancy found up to 1942 are included 
—a period that allowed a follow-up of at least 5 
years. The authors find that their results, in the 
main, substantiate those reported in the literature. 
They admit that there is controversy about what 
tumours should be considered malignant (the 
“functional ’’ tumours, for example). The paper 
is written mainly from the clinical standpoint, 
dealing with history, early symptoms or their 
absence, duration of life after operation, the occur- 
rence of metastases and ascites, and the effects of 
X-ray treatment. The main classification is into 
cystic, solid, and functional tumours. There was 
a marked preponderence of cystic tumours, of 
Which by far the greatest number were papillary 
serous cystadenocarcinomata. The authors end 
by posing the question: ‘‘ Should all menopausal 
or post-menopausal enlargements or tumours of 
the ovary be removed irrespective of size or 
symptoms? ’”’ Eardley Holland 
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591. The Question of Theca-cell Tumours of the 
Ovary and their Hormonal Function. (Zur Frage der 
Thekazelltumoren des Ovariums und ihrer hormonalen 
Funktion.) 

By H. Limsurc. Z. Geburtsh. Gynik., 128, 
186-206, June, 1947. 14 figs., 34 refs. 

This paper contains good descriptions of 5 cases 
of theca-cell tumours accompanied by post- 
menopausal hyperplasia of the endometrium. In 1 
of the cases, 3 years after partial removal of a 
theca-cell tumour, the residue had developed into 
a simple fibroma. It is probable that all fibromata 
of the ovary are end-products of theca-cell 
tumours, analogous to the corpus fibrosum. Oestro- 
genic ovarian tumours fall into three related 
groups: (1) pure granulosa-cell tumours, (2) theca- 
cell tumours, and (3) mixed granulosa-cell and 
theca-cell tumours. Luteinization may take place 
in any of these. The paper includes an account of a 
mixed granulosa-cell and theca-cell tumour in a 
child of 2 years with precocious puberty. 

R. Willis 


592. Ovarian Adenoacanthoma Associated with 
Endometriosis of the Ovary. 

By J. F. Kuzma. Amer J]. Obstet. Gynec., 53, 
245-251, Feb., 1947. 4 figs., 5 refs. 

The adenoacanthoma is a rare tumour, first 
described in 1907. Its histology shows a mixture 
of glandular elements and squamous epithelium. 
It is most often found in the uterus and, next, in 
the intestinal tract. Only 6 cases of adenoacan- 
thoma in the ovary seem to have been reported, 
but the author here reports and fully describes 2 
new cases. Both of them were shown to have been 
associated with ovarian endometriosis, and the 
development of squamous cells seems to have heen 
by metaplasia. It is suggested that the ovarian 
endometriosis may become a malignant neoplasm. 

Eardley Holland 


593. Adenoacanthoma of Ovary Arising from 
Endometrial Cyst, With Report of a Case. 

By E. Novak. J. Mt Sinai Hosp., 14, 529-533, 
Sept.-Oct., 1947. 4 figs., 6 refs. 


594. Arrhenoblastoma. 
By C. J. Roper. J. med. Ass. Georgia, 36, 
393-396, Oct., 1947. 5 refs. 


595. Meig’s Syndrome. (Sindrome de Meig) 
By J. OrGaz. Rev. méd. Cordoba, 35, 501-505, 
Sept., 1947. 2 refs. 


596. Differential Diagnosis of Renal Cysts Simulat- 
ing Ovarian Tumours. (A proposito di diagnosi 
differenziale dell cisti renali simulanti tumori ovarici.) 

By A. Ruizzut1. Ginecologia, Torino, 13, 
443-449, Sept., 1947. 1 fig. . 


597. Psammocarcinoma of the Ovary. (Sul carci- 
noma psammoso dell’ovaio.) 

By E. Desiast. Riv, ital, Ginec., 29, 524-543, 
1946. 12 figs., Bibliography. 
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598. Auto-intoxication and Coma Induced by Tor- 
sion of the Pedicle of an Ovarian Cyst. (Auto- 
intoxicagéo e coma em quisto de ovdrio com pediculo 
torcido.) 

By G. Maurity Santos and F. A. BraGa Lopes. 
An. brasil. Ginec., 23, 119-124, Feb., 1947. 1 fig., 
19 refs. 

A woman, aged 52, with a previous history of 
pain in the right iliac fossa, fever, headache, vomit- 
ing, and constipation, was admitted to hospital in 
a state of coma vigil. Gynaecological examination 
revealed the existence of a torsion of the pedicle 
of an ovarian cyst. In addition to abdominal 
symptoms she presented signs of general intoxica- 
tion, such as fever (37.5°C.), coated tongue, 
diarrhoea, hypertension (220/120 mm. Hg), 
diminished tendon reflexes, and azotaemia. At 
operation, which was followed by an uneventful 
recovery, an ovarian dermoid cyst with partial 
necrobiosis and torsion of the pedicle was found. 
Since a general and.complete examination did not 
elicit any other cause which could account for the 
signs of intoxication, the latter is attributed to the 
cyst. A similar case—in which the patient did not 
recover from the coma—was seen in the same 
hospital 2 years previously. No mention of similar 
symptomatology was found by the authors in 
modern literature. A. Lilker 


599. Radiological Signs of Ovarian Dermoid Cysts. 
(Zur Réntgen Symptomatologie von Dermoidzysten 
des Ovariums. ) 

By O. Wicutv.: Klin. Med., Wien, 2, 932-934, 
Oct. 1, 1947. 1 fig., 8 refs. 


600, Cystic Teratoma (Dermoid Cyst) of the 
Ovary. A Study of Fifty-two Cases. 
By W. S. Qurinvanp and I. R. St. Hitr. Sth. 


med. J]., 40, 908-914, Nov., 1947. 7 figs., 16 refs. 


601. Granulosa-cell Tumour of Ovary as Acute 
Abdominal Emergency. 

By A. C. BREWER. Brit. med. J., 1, 49, Jan. 10, 
1948. 1 ref. 


602. A Case of Primary Carcinoma of the Fallopian 
Tube. (Ein Fall von primairem Tubenkarzinom.) 

By G. Luckuaus. Zbl. Gynik., 69, 367-370, 
1947. 3 figs., 4 refs. 


603. Cavernous Hemangioma of the Fallopian 
Tube. 

By A. B. Raains and R. D. Crane. Amer. J. 
a Gynec., 54, 883-886, Nov., 1947. 3 figs., 
5 refs. 


604. Diagnosis and Management of Pelvic Endo- 
metriosis. 

By F. L. Payne. J. med, Soc. New Jersey, 44, 
496-500, Dec., 1947. 


605. Endometriosis of the Intestinal Tract. 
By M. R. Suter. Surgery. 22, 801-805, Nov., 
1947. 2 figs., 23 refs, 


Operations 


606. Early Ambulatory Treatment in Gynecologic 
Surgery. 

By F. D. Taytor. 
382-384, Oct., 1947. 


Texas St. J. Med., 43, 


607. The Abuse of Pelvic Surgery in the Female, 
By N. F. Mitter. Sth. Surg., 13, 821-830, Nov., 
1947. 7 refs. 


608. On Conservation of Function in Gynecology. 
By V. Bonney. J. Mt Sinai Hosp., 14, 152-158, 
Sept.—Oct., 1947. 2 figs. 


609. Preliminary Hemostasis as an Adjuvant in the 
Conservative Surgery of the Uterus. 

By P. E. Borras. J. Mt Sinai Hosp., 14, 
159-166, Sept.-Oct., 1947. 9 figs. 


610. Blood Pressure and Gynaecological Operations, 
(Blutdruck und gynikologische Operationen. ) 

By G. ScuaFer. Zbl. Gyniik., 69, 381-396, 1947 
9 figs., 16 refs. 


611. Peritoneoscopy in Gynaecology. 
By E. Y. Derrapuna. Akush. Ginek., No. 5, 
46-48, 1947. 


612. Surgical Treatment of Acute Utero-pelvic 
Thrombophlebitis. (El tratamiento quirtirgico de la 
tromboflebitis uteropelviana aguda.) 

By A. Jakop and C, C. SontaG Ganpara. 
Obstet. Ginec. lat.-anter., 5, 346-349, Aug., 1947. 


613. Sympathectomy and Intraspinal Atcohol In- 
jections for Relief of Pelvic Pain. 

By J. P. GREENHILL. Brit. med, J., 2, 859-862, 
Nov. 29, 1947. 12 refs. 


614. Sympathectomy for the Relief of Pelvic Pain 
in Women. 

By J. P. Greenuitt. J. Mt Sinai Hosp., 14, 
363-368, Sept.-Oct., 1947. 8 refs. 


615. Application of Auto-hemotherapy in Gyneco- 
logical Cases. 

By R. Watts. J. Mt Sinai Hosp., 14, 671-673; 
Sept.-Oct., 1947. 


616. Utero-tubal Insufflation in Uterine Malforma- 
tions. 

By O. Jurcens. J. Mt Sinai Hosp., 14, 199-203, 
Sept.-Oct., 1947. 3 figs. 


617. Results with Endometrium Implantation in 
the Vagina. (Nuestros resultados en la implAntacién 
del endometrio en vagina.) 


By J. Posracton. Toko-ginec. pract., 6, 


147-152, May, 1947. 2 figs., 12 refs. 

The author believes that the endometrium has a 
stimulating action on the ovary, and therefore 
carries out an implantation of endometrium into 
the vagina in order to avoid ovarian deficiency 
after hysterectomy. The whole uterus is removed 
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and opened in the midline with a fine scalpel, and 
a fragment of endometrium about 1 cm. long is 
excised and placed in saline till the first part of 
the‘operation is completed. A site on the posterior 
vaginal wall about 4 or 5 cm. from the introitus is 
then selected, a longitudinal incision made and the 
mucous membrane dissected up on each side. The 
endometrium is then sutured in place with catgut 
and the wound left open. Care is taken to exclude 
any pathological condition by a careful investiga- 
tion and examination of the uterus, and to avoid 
trauma to the endometrium by antiseptics, 
cauterization, or previous curettage. The implan- 
tation is best carried out in the first half of the 
menstrual cycle. 

Twenty-one cases are reported, of which 18 were 
followed up. In 13 of these no abnormality was 
present, and all had a slight loss which occurred 
at monthly intervals, except in 1 case in which the 
interval was 5 months. In 4 cases there was no 
loss, but signs of ovarian insufficiency were also 
absent. In the remaining case the implant was 
removed 2 months after operation, as it was sus- 
pected that an endometrioma was forming, but 
this was not supported by histological examina- 
tion. 

The author considers this procedure a useful one 
both on account of the good psychological effect 
of the bleeding, even when slight, and of the 
stimulating action which the endometrium has on 
the ovary. It is free from risk if care is taken to 
exclude pathological changes in the endometrium. 

Bryan Williams 


618. Improvement in Abdominal Hysterectomy 
Mortality. 

By R. S. SrppaLt and H. C. Mack. Surg. Gynec. 
Obstet., 85, 176-184, Aug., 1947. 2 figs., 1 ref. 

Figures from the Harper Hospital, Detroit, 
showing the mortality from operations for 
hysterectomy in three 5-year periods—1928-32, 
1933-40, and 1941-45—are analyzed. In all, ap- 
proximately 7,000 hysterectomies were performed, 
of which 30 per cent were total. There were 119 
deaths. All cases are included in the report—that 
is, those performed for pelvic malignancy and 
obstetrical complications as well as for benign con- 
ditions. Radical hysterectomy for carcinoma of 
the cervix was not performed, or very rarely, in 
the period under review. A progressive decline in 
mortality was noted from 3.7 per cent in the first 
period to 1.65 per cent in the second and 0.78 in 
the third. A striking improvement was observed 
in the mortality following total hysterectomy as 


compared with that after the subtotal operation. . 


In the first period total hysterectomy was twice as 
dangerous as the subtotal; in the last period the 
mortality from the two operations was about 
equal. Peritonitis, haemorrhage (including shock 
and cardiac failure), and embolism were the most 
frequent causes of death. The percentage figures 
for the three periods were : peritonitis, 64, 50, and 
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31; haemorrhage, 15, 30, and 26; embolus, 17, 2, 
and 21. 

The progressive improvement is considered to 
be due to the more frequent use of blood trans- 
fusion, both before and after operation. In the 
earlier years the more difficult method of direct 
transfusion was used; since 1935 Only the ‘‘ vaco- 
liter ’’ method has been employed. A blood bank 
was established in 1938. Chemotherapy is 
regarded as a potent factor, but its exact value 
was difficult to estimate from the notes available. 

T. C. Clare 


619. Abdominal MHysterectomies Performed at 
Rhode Island Hospital, 1941 through 1945. 

By R. E. Martin. Rhode Island med. ]., 30, 
723-726 and 728, Oct., 1947. 2 figs., 1 ref. 


620. Vaginal Hysterectomy Subsequent to Extra- 
peritoneal Cesarean Sections. 

By E. G. Waters. Amer. J. Obstet. Gynec., 
54, 687-688, Oct., 1947. 


621. Rapid Technique of Subtotal Hysterectomy 
after Caesarean Section. (Technique rapide d’hystérec- 
tomie subtotale aprés césarienne.) 

By J. GatLitarp. Rev. franc, Gynéc., 42, 
270-271, Oct., 1947. 4 figs. 


622. Excision of the Cul-de-sac of Douglas for the 
Surgical Cure of Hernias through the Female Caudal 
Wall, Including Prolapse of the Uterus. 

By R. Torpin. J. med. Ass. Georgia, 36, 
396-406, Oct., 1947. 7 figs., 29 refs. 


623. Gilliam Suspension: Observations on Tech- 
nique. 

By J. K. Feeney. J. med. Ass. Eire, 22, 11-14, 
Jan., 1948. 2 refs. 


624. Results of Hysteropexy by the Technique of 
Kocher and Miiller in 100 Cases. (Erfaringer med 
exohysteropexi a.m. Kocher and Sv. Miller paa 
grunlag af too tilfelde.) 

By K. Brerrine and K, B, Rasmussen. Nord. 
Med., 36, 2475-2477, Dec. 12, 1947. 6 figs. 


625. Indications for Surgery of the Ovary. 
By L. A. Emce. California Med., 67, 211-216, 
Oct., 1947. 25 refs. 


626. Bilateral Oophorectomy in Early Pregnancy. 
Cesarean Section at Term. 

By H. K. Bonn. Arch. Surg., Chicago, 55, 
288-291, Sept., 1947. 3 refs. 


627. History and Technique of Plastic Operations 
on the Vagina. (Historia y técnica de las operaciones 
vaginoplasticas. ) . 

By E. WesBer. Toko-ginec. praéct., 6, 251-285, 
Oct., 1947. 5 figs., 52 refs. 
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628. Plastic Operations for Sexual Ambiguity 
(Gynandrynes and Androgynes). 

By G. Corre. J. Mt Sinai Hosp., 14, 170-174, 
Sept.—Oct., 1947. 3 figs. 


629. The Use of Split-thickness Skin Grafts in the 
Construction of an Artificial Vagina. 

By M. A. GoLpBERGER and J. A. Gaines. J. Mt 
Sinai Hosp., 14, 347-351, Sept.-Oct., 1947. 1 fig., 
16 refs. 


630. Congenital Absence of Vagina. Treatment 
and Aftercare. Report of a Case. 
By R. J. Crossen. J. Missouri med. Ass., 44, 


903-906, Dec., 1947. 4 figs., 12 refs. 


631. An Extravaginal Technique in the Operation 
for Urethro-vaginal and Vesico-vaginal Fistulas. [In 
English. ] 

By <A. INGELMAN-SUNDBERG. Gynaecologia, 
Basel, 123, 380-385, June, 1947. 6 figs. 

The author recommends that the operative re- 
pair of urethro-vaginal and vesico-vaginal fistulae 
should be done under local analgesia with the 
addition, if necessary, of intravenous anaesthesia. 

A triangular flap of mucous membrane is dis- 
sected free from the anterior vaginal wall, with 
the apex near the clitoris and the base just above 
the introitus vaginae. A sleeve of mucous mem- 
brane about 3 to 4 mm. wide is left around the 
urethral orifice. [In the abstracter’s opinion this 
incision comes too far forward, and access is not 
improved by removing mucous membrane between 
the clitoris and the urethra.] The incision is ex- 
tended laterally and upwards so that the whole 
anterior vaginal wall is separated and urethra and 
bladder are exposed. Mucous membrane alone is 
dissected off and fascia and muscles are left intact. 

When the fistula is reached it is isolated as well 
as possible and divided close to the vaginal mucosa. 
The fistula is invaginated and a row of sutures 
placed outside it. [The suture material used is 
not indicated. The author states that a thorough 
invagination is possible because the bladder is ex- 
posed; but in repair of a vesico-vaginal fistula. the 
bladder is always exposed, and success depends 
on accurate closure of the hole in the bladder, free- 
dom from tension, and use of a satisfactory suture 
material. | 

The further steps of the operation recommended 
are separation of the pubo-cervical ligaments, 
suturing them together under the floor of the blad- 
der, and fixation on to the anterior surface of the 
cervix. Occasionally the anterior portions of the 
levator ani muscles and, in cases where the fistula 
involves the urethra or bladder neck, the bulbo- 
cavernosus -muscles are defined and _ sutured 
together. [The diagrams of suturing of these liga- 
ments and muscies are difficult to understand, as 
the proportionate sizes and relative depths of the 
structures are unusual. The bulbocavernosus 
muscle is almost as large as the anterior portion 
of the levator ani.]| The author claims that the 
advantages of his technique are: (1) a better view 


of the anatomy; (2) a thorough invagination of the 
fistula, possible because the bladder is exposed; 
(3) a strong interposition of the soft parts between 
the vagina and the bladder; (4) the fact that the 
incision in the bladder wall is not located in the 
same place as the defects in the vaginal wall; (5) 
through the plastic repair of the floor of the blad- 
der and the elevation of the bladder neck, a mini- 
mal risk of secondary incontinence. 
Gladys Dodds 

632. The Repair of Intractable 
Fistula: A New Procedure. 

By J. H. Gartocx. J. Mt Sinai Hosp., 14, 
302-307, Sept._Oct., 1947. 3 figs., 1 ref. 


Rectovaginal 


633. Stress Incontinence in the Female. 

By R. A. Rets and E. J. DE Costa, Amer, J. 
Obstet. Gynec., 53, 776-786, May, 1947. 7 figs., 
31 refs, 

The degree of uterine prolapse is no measure of 
the presence or absence of stress incontinence. 
Although methods of treatment of stress incon- 
tinence vary widely in anatomical and physiologi- 
cal approach they all achieve approximately 80 
per cent of successful cures. 

The anatomy of the female urethra is described, 
particular attention being paid to the distribution 
of the musculo-fascial layers surrounding the 
urethra. The physiology of micturition is then 
reviewed, the involuntary function of the internal 
sphincter and the voluntary function of the ex- 
ternal sphincter being emphasized. Angulation 
of the urethra at the vesical neck is mentioned as 
a possible but unproved factor in the maintenance 
of continence. The authors believe the cause of 
stress incontinence to be damage to the whole 
mechanism of micturition rather than to one par- 
ticular part of it alone, and mention the possibility 
of inherent weakness in the constitution of the 
tissues involved. 

Most of the generic types of operation for the 
relief of this condition are quoted, and it is 
observed that they are all based on tightening of 
the supporting structures of the urethra, The 
technique described is a modification. of Berkow’s 
operation of para-urethral fixation; a diamond- 
shaped incision including the urethral orifice is 
made, and a second circular incision around the 
orifice; the mucosa between the two incisions is 
removed; the urethra is freed by dissection and 
carried upwards and forwards, both to angulate 
and to elongate it. The pubococcygeus muscles 
are now united over the urethra to form the first 
line of support, and the urethral orifice is anchored 
close up to the clitoris, in its advanced position. 


The second and third lines of support are the™ 


bulbocavernosus muscles and the vaginal mucosa, 
each sutured with interrupted mattress stitches. 
Chromic catgut No. oo is used throughout. A self- 
retaining catheter is left in situ for 5 to 7 days. 
The operation may be combined with any other 
vaginal repair necessary. Patients were allowed up 
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in 48 hours, and could be ambulant even with the 
indwelling catheter in place. 

The series recorded is of 33 patients aged from 
28 to 82; 29 were parous. A urethrocele was 
demonstrable in 50 per cent of the patients; the 
majority (18) had some other form of uterine or 
vaginal prolapse. Complications occurred in 22 
per cent. After 4 months, 31 out of 33 showed 
complete continence and _ urinary control. 
Urethral massage over a Walther urethral dilator 
twice weekly is recommended in the late con- 
valescent period (6 to 12 weeks) as a means of re- 
taining normal tissue tone. Of the two failures, 
one occurred in a patient who had had a col- 
pocleisis performed with antero-posterior suturing 
which created permanent tension on the neck of 
the bladder; the other patient had had temporary 
relief from very varied procedures but continued 
to relapse, and her symptoms were considered to 
have a primarily psychosomatic basis. 

Hugh R. Arthur 


634. Discussion on Stress Incontinence in Micturi- 
tion. 

By E. Wittiams, T. MILLin, J. C. Morr, and 
D. M. SteRN. Proc. R.*Soc. Med., 40, 361-370, 
May, 1947. 4 figs., 6 refs. 

The operative treatment of stress incontinence in 
women continues to be a topical subject of dis- 
cussion. At a recent meeting of the Royal Society 
of Medicine the speakers described the measures 
favoured by themselves. There was general agree- 
ment that a varying percentage of these cases 
were cured by routine vaginal operations, which 
should be tried first in lesions caused by childbirth, 
and that the aim of operation was to elevate the 
region of the bladder neck. In cases where vaginal 
plastic operation had failed to cure and in cases 
of congenital origin other operative measures 
should be considered. Williams exposes the region 
of the bladder neck by suprapubic approach, and 
then pulls it up by suturing the immediately 
adjacent bladder wall on either side to the perios- 
teum of the posterior surface of the os pubis by 
four or more non-chromic catgut sutures. Good 
results were quoted, 

Millin described in detail his technique, the 
operation having the advantages of being carried 
out in one stage and being based on a sling prin- 
ciple. By transverse lower abdominal. approach 
the bladder neck is reached and two fascial slings 
are raised, one on each side. The upper urethra is 
identified by a catheter in the bladder, and by 
blunt dissection a passage is made round it pos- 
teriorly. A special curved forceps devised by the 
author is used to make this passage, through which 
the slings are now drawn and tightened. This 
operation has given excellent results in 67 cases. 
Operative difficulties may arise owing to bleeding 
from the clitoral veins, and from freeing the 
urethra. 

Chassar Moir has mainly studied the Aldridge 
and Studdiford techniques and has been gratified 
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by the results, particularly in cases of vesico- 
vaginal fistula with incontinence remaining after 
cure of the fistula. P 

Stern demanded a more careful.analysis of each 
case of stress incontinence and a selection of the 
appropriate method of treatment. He has had 
only 2 failures after vaginal operation in 77 cases. 

Kenneth Bowes 


635. Results of Stoeckel’s Direct Muscle Repair in 
Insufficiency of the Vesical Sphincter in the Female. 
(Erfolge mit der Stoeckelschen direkten Muskelplastik 
bei der weiblichen Blasensphinkterinsuffizienz. ) 

By F. Paix. Zbl. Gynik. 69, 422-427, 1947. 


Urology 


636. Spontaneous Vesico-vaginal Fistula in a 
Tuberculous Bladder. Report of a Case. 

By L. Eperman. j. Mt Sinai Hospital, 14, 
276-279, Sept.—Oct., 1947. 7 refs. 


637. Podophyllin Treatment of Soft Papillomas of 
the Female Urethra. 

By W. J. Reicu, M. J. Necutow, and M. W. 
RUBENSTEIN. Amer, J]. Obstet. Gynec., 53, 
658-662, Apr. 1947. 3 figs., 8 refs. 

The dramatic results obtained with podophyllin 
in the treatment of condylomata acuminata sug- 
gested its use in the treatment of soft papillomata 
of the urethra, the pathological picture being much 
the same. Podophyllin, the active principle of the 
herb mandrake or May apple, is a resin with 
marked delayed, irritant, local action. It has been 
used in a strength of 20 to 25 per cent in an oil 
or a ‘‘ lanolin ’’ base for the treatment of condy- 
lomata acuminata. 

The authors applied podophyllin ointment (25 
per cent) in a hydrosorb base with an orange stick 
to the surface, sides, cracks, and crevices of the 
lesion. The adjacent normal skin was protected 
by Lassar’s paste, collodion, or a mild anaesthetic 
ointment. Often the podophyllin was smeared 
and spread when the patient walked. To ensure 
proper contact she should remain in the lithotomy 
position for 20 to 30 minutes after its application. 
An immediate reaction is not evident although 
some pain may result within 6 to 8 hours. She 
should wash the ointment off in 3 to 6 hours with 
bland soap and water. If this step is omitted the 
local reaction may be very painful. A mild anaes- 
thetic ointment is then applied over the lesions. 
Marked local inflammatory and oedematous 
reaction follows in the next 12 hours, and in 2 to 
5 days the lesions shrivel and drop off. Pain and 
discomfort are not always experienced. The drug 
is considered to act by local irritation, causing 
vascular spasm resulting in ischaemia, necrosis, 
and sloughing. Eight cases have been treated. 
One treatment sufficed in 6 cases, but 2 patients 
needed weekly treatment for three weeks. 

Anthony W. Purdie 
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638. Irradiation Reactions in the Bladder: Their 
Occurrence and Clinical Course Following the Use of 
X-ray and Radium in the Treatment of Female Pelvic 
Disease. 

By E. M. Watson, C. C. 
Saver. J. Urol., 57, 
4 figs., 13 refs. 


HERGER, and H. R. 
1038-1053, June, 1947. 


Irradiation reactions in the bladder after the use 
of X-rays and radium in the treatment of pelvic 
disease in women were studied. 

Of 5,990 patients treated from 1933 to 1944, 164 
(2.74 per cent) were known to have developed 
changes in the bladder. In 4 they were acute 
effects, and in 160 late effects. 


Time Interval Between Radium Treatment and 
Onset of Bladder Lesion Correlated to Dosage 
of Irradiation Delivered* 


Time 
between Patients Patients 
Radiuni | Receiving | Receiving 
Application} Less than | More than Total 
and Onset 6,000 6,000 
of Lesion |Mg.-Hours | Mg.-Hours 
Under 1 year 13 | 4 17 
1to 2 years 46 3 49 93 
i 29 | 2 31 or 
ee 12 | I 13) 76.2%, 
4to 5 » 4 | 4 
EO; © 45 I | I 
6to 7 » 2 | 2 
FAD B45 3 | 3 
1rotolIl ,, I | I 
IZtO13) I Pe * zy 
"42 | 10 122 - 





* In 122 cases receiving only one course of 
treatment. 


Correlation of Amount of Radium Radiation 
Delivered and Severity of Late Radium 
Reaction in the Bladder 














| | 
Roars | Grade | Grade | Grade | Total 
(mg.-hrs.) ae iT | Il 
1,500 to 4,000 | 31 Zi | 31 | 83 
4,000 to 6,000 | 16 19 3.) = 
6,000 to 10,000! Se! 5 se i 
Over 10,000 ‘| ai’ i oe 3 
coe ee 49 | 56 | 160 





Three grades are described, depending on the 
severity of the lesion. It does not appear that the 
amount of irradiation greatly influenced the inci- 
dence of bladder reactions, 

It is suggested that there are four factors respon- 
sible for these late reactions: (1) individual toler- 
ance to irradiation; (2) anatomical variations; (3) 
faulty technique; (4) excessive dosage. The prog- 
nosis is favourable except where irreparable 
damage has been done; 78.8 per cent of the lesions 
healed, 42 without treatment. Healing may take 
up to 18 months, the average healing time being 
11.4 months. 

The method of treatment depends on the 
severity of the reaction. Where this has been 
mild no treatment is required, except when there 
is excessive or persistent haemorrhage. Coagula- 
tion of the bleeding vessels almost invariably stops 
the bleeding. This must be ernployed cautiously 
so that the bladder wall is not further destroyed. 
In the more severe types instillation of weak silver 
nitrate solutions was found useful. In the very 
severe types, where there is much _ sloughing, 
favourable results have been obtained by irrigation 
with solution G through a three-way Foley-Alcock 
catheter. Where there are fistulae successful 
results by surgical repair are few; in these cases 
the urinary stream should be diverted. 

A, W. Badenoch 
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